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ENIGN strictures of the bile ducts are al- 

ways an interesting and often a very diffi- 
cult surgical problem. Benign strictures may 
be divided roughly into two groups; first, those 
which are due to operative trauma and _ sec- 
ondly, those in which operative trauma can 
reasonably be excluded either because the pa- 
tient has had no previous abdominal operations 
or the operative procedure, if there has been 
one, has been carried out sometime before the 
beginning of biliary obstruction. Of course, dam- 
age to the hepatic or common duct during the 
operation of cholecystectomy is a_ well-recog- 
nized hazard. This damage may be either an 
actual severing of the duct or its inclusion in a 
ligature. It has been suggested that overzeal- 
ous denudation of the ducts might cause dam- 
age to their blood supply and subsequent cica- 
trization with constriction but I am inclined to 
discount that possibility. 


Judd in 1926 expressed the opinion that the 
etiologic factor of trauma has sometimes been 
overrated and that many of the so-called trau- 
matic strictures are fundamentally due to an 
obliterative cholangeitis. He cited several cases 
where the biliary obstructive symptoms ap- 
peared a long time after the operation of chole- 
cystectomy, this period of time ranging from 
several months to thirteen years after opera- 
tion. He felt that in cases of this sort operative 
trauma could reasonably be excluded. He re- 
ported sixty-four cases of benign strictures of 
the bile ducts. Sixteen of these were due to an 
obliterative inflammatory process and in fif- 
teen additional cases there was a definite sus- 
picion that an obliterative cholangeitis had 
been a factor in the biliary obstruction. 


In 1954 Ransom and Nichols of Ann Arbor 
reported two interesting cases of obstructed 
hepatic and common ducts. I will give you a 
brief summary of these two cases. 


CASE 1 was a thirty-five year old male admitted 
in 1932 with a diagnosis of stone in the common 
duct. His first symptoms began seven weeks be- 
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fore admission. He had rather severe abdominal 
pain in the right upper quadrant accompanied by 
nausea and vomiting. He had no chills and was 
not aware of any fever. Three weeks before ad- 
mission he became jaundiced. The pain persisted 
more or less continuously but was not so severe as 
at the onset. There had been no previous surgical 
operations. This patient was operated on under a 
diagnosis of stone in the common duct. 

The liver was normal in size but dark in color. 
The gall-bladder was thickened and contracted, but 
contained no stones. The identification of the com- 
mon and cystic ducts was difficult owing to an in- 
flammatory process around them. There was no 
evidence of dilatation of the common or cystic 
duct. In order to identify the common duct with 
certainty, the gallbladder was dissected from the 
liver and followed down as a guide. The common 
duct was found to be just a small fibrous cord with 
a thick wall and almost complete obliteration of the 
lumen. When the lumen was opened, a minute 
quantity of bile escaped. It was possible to probe 
the duct only with a tiny silver wire probe but no 
obstruction could be made out either upward or 
downward in the course of the duct. 

The operation was difficult and prolonged. Finally 
it was necessary to close the abdomen because of 
the patient’s poor condition. The upper end of the 
common duct was brought up into the wound for 
drainage. The patient was transfused twice but 
died during the evening of the same day. 

The postmortem examination showed an exten- 
sive fibrosis and extreme narrowing of the lumen 
of all the extrahepatic ducts. The liver showed 
biliary cirrhosis but no other changes of impor- 
tance were found. Death was apparently due to the 
shock of a prolonged operation in a patient who 
was a poor risk. 


CASE 2 was a woman of fifty-three admitted in 
1924 complaining of attacks of abdominal pain, 
intestinal gas, and jaundice. One year before ad- 
mission a cholecystectomy for gall stones had been 
done. Since then she never had been entirely well. 
There had been intermittent attacks of pain some- 
times with chills and fever. Her temperature had 
reached as high as 104°. The jaundice developed 
four weeks before admission. She was operated on 
under a diagnosis of stone in the common duct. 

There were extensive adhesions in the right upper 
quadrant. These adhesions were freed, the foramen 
of Winslow was found open and an excellent ex- 
posure was obtained. The common duct was found 
to be small throughout its entire length. The duo- 
denum was opened and an attempt was made to 
dilate the duct through the papilla. The pancreatic 
duct seemed to be somewhat dilated but the com- 
mon bile duct could not be probed. There was no 
evidence of stone and it was felt that none could 
have been present because the examination was en- 
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tirely adequate. The liver was large and firm and 
some areas seemed to be definitely increased in 
hardness. Both hepatic and common ducts were 
tiny fibrous tubes which were impossible to probe. 
The process seemed to be uniform throughout the 
entire course of the ducts without stone and with- 
out stricture. In the absence of the gallbladder a 
cholecystenterostomy was out of the question and 
without any patent hepatic ducts, it seemed like- 
wise impossible to do a hepaticoduod tomy. 
cigarette drain was inserted and the abdominal wall 
closed. The patient died four days after operation. 

A postmortem examination revealed an extensive 
peritonitis with some intraperitoneal hemorrhage, 
chronic cholangeitis, chronic obstructive jaundice, 
and chronic infection of the common and hepatic 
ducts. There was also some fat necrosis from an 
acute pancreatitis. 


These two eases are typical of the pathology 
to which I wish to eall your attention, but not 
all the patients with this disease have come to 
such a sad and sudden ending. The inflam- 
matory process, at least in some instances, sub- 
sides and the ducts resume their functions. 

For instance, Whipple reported a woman of 
fifty who had been jaundiced for two months. 
At operation, the gallbladder was found to be 
collapsed. The common duct and the hepatic 
duct were felt as a small thickened cord through- 
out their entire length. Because no dilated 
duct could be found above, no attempt was 
made to drain either the gallbladder or the 
duct system. <A biopsy of the liver showed bil- 
iary cirrhosis. Nine days after operation, the 
patient began to show some bile in her stools 
and continued to recovery. As far as was 
known she has remained well. 

In regard to the ideal treatment of this con- 
dition, if the gallbladder is present, probably 
the best procedure is a cholecystostomy or a 
cholecystenterostomy to facilitate drainage of 
the biliary system with the hope that the in- 
flammation will subside and the constriction 
will be relieved. 

If the gallbladder has been removed, then a 
hepaticoduodenostomy should be done over a 
rubber tube provided that one can find a patent 
hepatie duct or either of its branches. A num- 
ber of cases have been cured by this procedure. 
In one of Judd’s patients the tube remained 
in situ for five years and was removed through 
the duodenum at a secondary operation be- 
cause of a return of symptoms due to an en- 
crusting obstruction of the tube with bile salts. 

Prognosis should always be guarded because 
of the well-known tendency to stricture forma- 
tion with any form of a reconstructed duct and 
the definite possibility of a continuing infece- 
tion with increasing biliary cirrhosis and de- 
struction of hepatic tissue. However, one should 
not rush toward re-operation at the first sign 
of returning difficulty, for some of these pa- 
tients have cleared up after a considerable pe- 
riod of trouble including pain, chills, and in- 
tervals of jaundice. On the other hand second- 


ary operations are not entirely hopeless be- 
cause a few have been relieved after several 
attempts and have remained well over a pe- 
riod of years. 

_ My immediate personal interest in the sub- 
ject was aroused on account of a ease with 
which I struggled for the greater part of last 


A|year and I would like to report her story at 


this time. 


A young married woman of thirty-three was ad- 
mitted to the Baker Memorial on May 8, 1934 for 
study. Her story was that she had been perfect- 
ly well until one year before admission when she 
had a slight attack of upper abdominal discomfort 
which lasted for several minutes. During the past 
year, she had had six or seven similar attacks. Two 
weeks ago the upper abdominal pain and discom- 
fort became more or less constant. It was not very 
severe and did not radiate to the back. Eight days 
ago her family physician put her on a milk diet 
with only slight relief. The most important item 
as a result of our studies was the x-ray examina- 
tion which showed a gallbladder filled with stones. 
A cholecystectomy was done on May 18, 1934 un- 
der spinal anesthesia. There was a good exposure 
and the gallbladder was easily removed by dissect- 
ing from the cystic duct upward. She made a sat- 
isfactory postoperative convalescence and was dis- 
charged fifteen days later. The small sinus was 
still draining a little bile. 

‘This sinus closed and five weeks after her dis- 
charge from the hospital she began to be jaundiced, 
there was no pain but she did have loss of appe- 
tite and loss of weight and strength. She was re 
admitted with a diagnosis of obstructive jaundice and 
question of stone in the common duct. 

An exploration was done on July 6, 1934. At this 
time the liver was very small, dark colored, and 
had a rather rough surface. The common duct 
was exposed after freeing up the adhesions under- 
neath the lower edge of the liver. The common 
duct was found to be a small, hard, cordlike struc- 
ture throughout its entire length. An opening was 
made in the anterior wall of the duodenum and an 
attempt was made to probe the common duct from 
below. This was unsuccessful as the probe could 
not be introduced into the common duct. The duct 
was then cut. Apparently there was no lumen or 
at least only a very tiny one, not large enough to 
admit a fine probe. This duct was followed up 
to the liver and still no lumen could be demon- 
strated. The patient was beginning to show the 
strain of operation, a cigarette wick was placed un- 
derneath the edge of the liver and the wound closed. 

The patient was in poor condition and vomited a 
good deal after the operation. She was given large 
amounts of intravenous glucose daily and nothing by 
mouth for several days. On the fourth and fifth 
days there was a considerable amount of bile dis- 
charged from the abdominal wound. On the ninth 
day there was a considerable amount of bile dis- 
charged. This drainage rapidly diminished, how- 
ever, and in spite of repeated dilatations of the 
sinus with bougies, the bile flow diminished and 
the sinus closed. She was discharged forty-eight 
days after the operation. At this time she was 
mildly jaundiced and there was no bile entering 
her intestinal tract. 

She was again readmitted to the hospital one 
month after her last discharge. She had been doing 
fairly well but was still jaundiced and was both- 
ered very much by itching. She had, however, 
gained a pound and three-quarters since leaving the 
hospital. For the last ten days it had been pos- 


! 


VOL, 214 
NO. 6 


NEW ENGLAND SURGICAL SOCIETY—SOWLES 


229 


‘sible to feel a mass in the epigastrium which we 
believed to be liver and interpreted this fact to 
mean that her liver function had returned some- 
what and that she now had a large liver congested 
with bile. It was felt necessary to make another 
attempt to see if we could find some dilated bile 
duct and possibly establish an external sinus which 
might later be implanted into the duodenum. 

Exploration was done on September 24, 1934. The 
liver was now much larger than at the time of 
the last operation. After considerable difficulty in 
freeing up adhesions, a fairly good sized bile duct 
was found deep in a cleft of the liver where the 
hepatic duct is supposed to emerge. This was 
opened. It contained bile under pressure and a 
catheter was sutured into this duct which con- 
tinued to drain bile profusely. The abdomen was 
closed. 

Four days after operation she was given a trans- 
fusion because there had been some oozing of blood 
from the incision and we felt that it would be a 
good general therapeutic procedure. About seven 
days after operation she began to have persistent 
vomiting. She could eat only very little at a time 
and any intake of food or fluid caused a marked 
sense of fullness and pressure in her stomach. It 
was necessary to put her on constant stomach 
drainage by means of a small stomach tube passed 
through the nostril but the patient was evidently 
losing weight and strength gradually in spite of 
-all efforts. 

Jejunostomy was discussed several times and 
finally as a last resort a jejunostomy was done 
under local anesthesia four weeks after her last 
operation. She came through this procedure very 
nicely and we were able to introduce food and fluid 
into the jejunum at once with definite improve- 
ment in her condition. The bile which drained from 
her other sinus was also introduced into the jeju- 
nostomy. Her jaundice had now entirely disap- 
peared. Fifteen days after the jejunostomy, she 
was able to take forty ounces cf fluid by mouth 
during the twenty-four hours but was still being 
fed throuzh the jejunostomy and the bile was also 
being replaced. Four days later she could take 
seventy ounces of fluid per day with some soft 
solid food. Six days later she was having fluids in 
unlimited amounts and soft solid food. 

The catheter which was draining bile was con- 
nected by means of a glass tube to the catheter in 
the jejunostomy so that the bile was automatically 
transferred in this way to the intestinal tract. 
‘Eight days later the character of the drainage from 
the gallbladder wound changed abruptly. Instead 
of being clear bile, it was thin, turbid, milky fluid 
which seemed somewhat purulent. The next day 
‘the catheter in the biliary sinus was changed and 
considerable gas escaped through the wound and 
the day after there began to be some redness and 
irritation of the skin around the sinus. The drain- 
age was bile stained but acid in reaction. Evidently 
the biliary sinus had ruptured through into the 
duodenum and we were now having some duodenal 
leakage through the sinus. 

A lipiodol injection into the biliary sinus showed 
that it connected with the duodenum. The jeju- 
nostomy tube had been removed and at this time 
‘the tube was also removed from the bile sinus 
with the idea that the external opening would be 
‘allowed to close and hoping that the sinus now 
established from the hepatic duct to the duodenum 
would remain open and this is what did happen. 
‘Two weeks later the patient was up and walking 
about. Stools were normal in color. She had gained 
weight, had no external drainage of bile and four 
days later was discharged from the hospital. 

The patient was again readmitted four months 


later in April 1935 because of some upper abdominal 
pain and jaundice. The stools for the last few 
days had been pale in color. She was kept under 
observation for two days. Her stools regained nor- 
mal color and her jaundice subsided. She was 
sent home. 

She has had several of these attacks, occasionally 
with chills and fever, and very likely my troubles 
are not entirely ended so far as she is concerned. 
Possibly it would have been a better procedure to 
have done a hepaticoduod tomy instead of bring- 
ing the catheter outside for drainage at the time I 
found the dilated hepatic duct. She was fortunate 
in that she developed a spontaneous hepatico-enter- 
ostomy and, as the situation now stands, I shall 
delay re-operation as long as possible. 


DISCUSSION 


Dr. DonaLp S. ApAMs: In discussing Dr. Sowles’ 
paper I wish to consider the following: 

First, the matter of incidence. In going over the 
literature, isolated cases are encountered but with 
the exception of Judd’s cases, an actual series is 
hard to find. I have not encountered a case, nor 
was I able to find an example in our Memorial Hos- 
pital records. Judd has suggested that they rarely 
reach the surgeon’s hands. He is either correct, 
or, as I have concluded, the disease in its true form 
is a comparative rarity. 

Secondly, etiology. No one seems to give an 
answer to this that meets all the requirements. 
Ransom and Malcolm state that the striking thing 
in its etiology is the absence of previous abdom- 
inal operations and the absence of stones in the 
gallbladder and ducts. And they further state that 
it is inferred that even before stones have had a 
chance to form in the gallbladder, damage has 
been produced in the walls of the extrahepatic 
ducts. It is difficult to attribute a uniform fibrosis 
of the ducts to trauma. I noted that three cases 
reported gave a past history of typhoid fever. Text- 
books of pathology, in describing fibrous inflam- 
mation of the bile ducts, speak of possible causa- 
tive factors as syphilis, typhus fever, cholera and 
malaria. If we consider that some form of gall- 
bladder pathology either existed or was present at 
the finding of obliterative cholangeitis, the cholecys- 
tic disease may well be a causative factor. It is to 
be remembered that, although the blood supply to 
the gallbladder is separate, its venous and lymph 
channels communicate directly with the liver and 
ducts. As Ransom and Malcolm point out, infec- 
tion ordinarily affects the gallbladder first, with the 
ducts presenting marked ability to resist infection. 
But in the rare cases of benign stricture the gall- 
bladder and ducts share alike. 

Thirdly, gross and microscopic pathology. Al 
reports agree that the common duct, when found, 
was hard, small, and cord-like in feel. Miller in 
his report described it as suggesting a thick-walled 
vein enclosing a number of organized thrombi. 
Adhesions, more or less dense, enclose the area, 
making approach difficult. The lumen is usually 
nearly obliterated, although a small amount of dis- 
colored fluid or mucus may be found. Sections 
show marked fibrosis of the duct walls, a varied 
loss of mucosa and round cell infiltrations. An 
unidentified diplococcus was noted throughout the 
fibrosed walls in one reported case. In Ransom and 
Malcolm’s autopsied cases, besides the chronic in- 
flammatory changes, well-marked evidence of ac- 
tivity in the process still appeared. The early cases 
showed an enlarged reddened liver, the later ones 
contracted and even greenish in color, with well- 
advanced general cirrhosis and generalized intra- 
hepatic duct involvement. 
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And finally, in closing, I would like to ask Dr. 
Sowles whether he palpated the common duct at 
the first operation. It is surprising that such a 
degree of change could occur in a reasonably nor- 
mal duct in such a short time as less than two 
months. 


Dr. Cart. MeERRILI. RoBiInson: I have read and re- 
read Dr. Sowles’ paper on Obliterative Cholangeitis 
and I wish to congratulate him, not only on a splen- 
did presentation of the subject, but his superb sur- 
gical technique in the case reported. 

The case I am reporting, of a type comparable 
to that reported by Whipple, recovered, in spite 
of my surgical effort and is a victory for the intern- 
ist. It teaches a lesson. 


J. J. N., aged sixty-three years, was admitted to 
the Maine General Hospital, January 19, 1929, as 
a private medical case, under the care of Drs. B. 
and B. No significant previous history. For the 
past sixteen days the patient has had vague ab- 
dominal discomfort with increasing jaundice and 
intense itching. Moderate amount of gas. He 
has been on a restricted diet, taking eight glyco- 
tauro tablets a day and local applications for 
itching. General examination negative except for 
intense jaundice and excoriations from scratching. 
Abdomen, no distention or masses. G. B. not 
felt. Liver edge about one and one-half inches 
below costal border. Rectal examination, negative. 
Urine, negative except for large amount of bile. 
Hgb, 77 per cent. Reds, 4,120,000. White, 8,450. 
Coag., 8 min. Urea Nitrogen, 13 mg. B. S., 90 mg. 
Stool, grayish, no mucus or parasites. Rare R. B. C., 
no W. B. C. Occult Blood, present. Urobilin, nega- 
tive by Schmidt test. Fatty Acids, traces only. 
Icterus Index, 200. Van den Bergh direct and indi- 
rect. Gastric Contents, no free HCl. Total Acidity, 
seven per cent. Duodenal Contents, no bile present. 
G. I. Series, negative. 

Twelve days after admission his physical condi- 
tion showed no improvement under medical care and 
his mental condition was less satisfactory. Itching 
could not be controlled. I saw the patient at this 
time and felt that exploration was justifiable. Pa- 
tient and relatives willing to assume the desperate 
risk. On February 1, 1929, he was explored under 
novocaine block of the abdominal wall. Gallbladder, 
buried in adhesions, freed. Not grossly distended 
but evidently diseased. No gross pathology felt in 
head of pancreas. Common duct exposed with some 
difficulty, smaller than normal but identified by 
aspiration and some bile obtained. Common duct 
opened and small catheter inserted after failure to 
pass probe into duodenum. Catheter also placed 
in fundus of gallbladder. The bile obtained was thin 
containing much mucus. The liver showed no gross 
changes. If the patient’s cholemia could be re- 
lieved by drainage of the common duct, secondary 
operation could be attempted. His immediate post- 
operative condition was satisfactory. The first few 
days there was a small amount of thin drainage 
but his jaundice did not improve and there was very 
little change in his general condition for twelve 
days. Then, active hemorrhage occurred from the 
operative wound. He was given a transfusion of 
500 ce. whole blood. Slight oozing continued. Four 
days later the blood was firmly clotted but bile 
drainage completely stopped sixteen days postopera- 
tive. Movements were clay colored and general 
health was poor. Duodenal tube inserted into duo- 
denum followed by mag. sulph., brought no bile. 
During the next two weeks, condition improved 
somewhat on high carbohydrate diet. His wound 
entirely healed but jaundice persisted and no bile 
was present in the stools. Up and about. On March 
15, seventy-one days after onset, he was taken, by his 


family, to Boston to the care of Dr. Chester Jones, 
from whose recent letter I summarize or quote: 

“Physical examination showed an intense jaundice, 
marked loss of weight, a liver two fingers below the 
costal margin, questionable ascites, slight pitting 
edema of the feet and edema of the ankles. Stools 
were clay colored and there was a little bile in the 
urine. Laboratory Report, serum bilirubin 4.1 to 
100 cc. (Diphasic) which increased to 6.9 nine days 
later. Finally dropped to 0.6, 24 days following on 
the one hundred and fourth day. On admission, 
stools showed 1+ bile but on several examinations 
during the next week, showed no bile. There con- 
tinued to be no bile in the stool, at times, for 
over a month. As far as treatment was concerned, 
he was on as high a carbohydrate diet as he would 
take from the time I saw him. He was given in- 
sulin. His diet consisted of C475 P75 F50. During 
the first week the patient gained five pounds, was 
mentally improved but there was no improvement in 
the jaundice, itching or peripheral edema. Two 
weeks later his jaundice was distinctly less and 
stools showed bile. He left the hospital at the end 
of April, four months after the onset, having been 
treated by a very high carbohydrate diet, insulin, 
rest and various symptomatic measures for control 
of the itching, of which chloral was the most effec- 
tive.” 

I have seen this patient personally within a month. 
He is now seventy years old, in excellent health 
and has no recurrence of symptoms. The course of 
this case, subsequent to operation, proved that it 
was not a surgical problem but the gallbladder 
buried in adhesions, the presence of bile in the 
ducts, and my inability to pass a small probe from 
the common duct into the duodenum, seemed at 
that time to justify my attempt to drain the biliary 
tract. 


Dr. T. S. Morse, Bangor, Me.: I would like to 
present a case of obliterative cholangeitis of the 
cystic duct that presented some rather interesting 
findings. The patient was a woman in the early 
forties, who had a history of a gallbladder disease 
for several years. I first saw her in September, 
1930. She had had an acute attack of cholecystitis 
a few months prior to that time. At operation, I 
found that the gallbladder was adherent to the sur- 
rounding structures. There was a small perichole- 
cystic abscess. The tissues of the cystic duct were 
quite friable and the duct was severed by the pres- 
sure of a clamp placed upon it. 

Examination of a specimen showed obliteration 
of’ the cystic duct from the gallbladder down. The 
remainder of the gallbladder showed nothing un- 
usual. There was no suggestion of a neoplasm. 
Sections from several blocks taken from the region 
of the obliterated cystic duct showed a definite his- 
tologic picture of malignancy with a marked epi- 
thelial proliferation extending from the mucosa to 
the serosa. Unfortunately, the gallbladder was lost 
and no further blocks were taken. If there was a 
carcinoma present, it was probably a small one 
extending down the cystic duct and the chances 
were great that a portion of the neoplasm remained 
in the stump of the cystic duct. 

I have a series of slides going through the wall 
of the gallbladder, in order to show that there is a 
definite infiltrating lesion with groups of epithelial 
cells extending from mucosa to serosa histologically 
indistinguishable from a carcinoma. 

I concluded that the patient probably would have 
a recurrence and: fail rapidly. At the present time, 
five years later, she is in the best of health and I 
think we are forced to conclude that this was not a 
neoplasm at all, but an unusually striking degree 
of epithelial proliferation as is sometimes seen in 


oD 
N 


NEW ENGLAND SURGICAL SOCIETY—SOWLES 


VOL. 214 
NO. 6 


“yonp 
-pue}xe Jo sdnois moys 


La 
of 
. 
YAY 
“the 
— 


232 


N. E. BRANCH, AMERICAN UROLOGICAL ASS’N—QUINBY 


N. E. J. OF M. 
FEB. 6, 1936 


inflammatory lesions. You may remember that a 
striking degree of epithelial hyperplasia with ap- 
parent invasion was seen in some of the fatal cases 
of influenza in the epidemic of 1917 and 1918. I 
am under the impression that such changes are 
more likely to occur in those cases in which the 
destructive lesion was quite severe and there was 
a destruction of the mucosa as well as the under- 
lying tissue to an appreciable depth. Obliteration 
of the biliary ducts is more often the result of re- 
peated lesser injuries rather than to such a severe 
lesion. I think that epithelial hyperplasia present- 
ing a histologic picture of malignancy is unusual 
in disease of the biliary tract and would like to 
ask Dr. Sowles if he has seen any marked degree 
of epithelial hyperplasia in the cases he studied. 


Dr. Sowres: Just a word in regard to Dr. Adams’ 
question. There was a very striking change in both 
the condition of the liver and the common duct 
between the first and second operations. At the 
first operation there was nothing remarkable about 
the liver. The common duct could be easily seen 
and felt, was of normal size, and apparently not 
thickened. 

At the second operation, the liver was small, very 
much smaller, with a rough surface, dark greenish 


in color, and the common duct as described, a small 
fibrous cord. 

In regard to the other question, I haven’t any- 
thing to add to the pathology, more than what Dr. 
Robinson has brought out. 

It may be of academic interest to ask whether 
we can make a diagnosis before operation. I am 
not sure. The pain, as a rule, is not so severe 
as gallstone colic, and does not have a tendency to 
radiate to the back. The jaundice is apt to be 
more or less intermittent. The presence of fever 
and chills, of course, means a cholangeitis, but does 
not necessarily rule out a stone. There is usually 
some bile, found by chemical tests, in the stools. 

With regard to postoperative treatment, there 
are one or two points. We should keep the chem- 
istry of the blood plasma as near normal as 
possible. I am thinking particularly of maintaining 
blood chlorides. 

Dr. Robinson also referred to the high carbohy- 
drate diet, which means in the postoperative case, 
liberal us2 of intravenous saline and glucose, and 
the additional fact which was brought out in the 
discussion, that we can artificially increase the 
amount of insulin in the blood in order to help 
the patient burn up the excessive glucose in his 
diet. 
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Case Report 


BY WILLIAM C. 


MACHINIST of sixty-one years came to the 

Peter Bent Brigham Hospital complaining of 
hematuria. This was first seen five weeks earlier, 
appearing spontaneously and without pain. The 
bleeding had been continuous, though lately of some- 
what diminished severity. There had been no change 
in force or calibre of the urinary stream and no 
increase in frequency. Except for a loss of about 5 
pounds in weight and slight paleness, he had been 
well. 

On examination, definite pallor of both skin and 
mucous membranes was evident. The urine was 
grossly bloody, the hemoglobin 40 per cent and the 
red blood cell count 2,580,000. The blood pressure 
was 140/80, the nonprotein nitrogen 31 mg. per 
cent. By cystoscope there was seen a large papil- 
lary infiltrating growth in the bladder overlying 
the left ureteral orifice, attached to this and to the 
left lateral bladder wall. Inferiorly it extended very 
nearly to the apex of the trigone. Above, the 
tumor was sloughing, and here there were also 
several deposits of lime salts and areas of fresh clot. 

Cystogram showed a smooth filling defect on the 
left side of the bladder 2.5 cm. in diameter with an 
irregular extension laterally. Intravenous pyelo- 
grams showed the right renal pelvis and ureter 
well filled and apparently normal. There was no 
shadow seen on the left up to seventy-five minutes. 
This suggested that the tumor had blocked the 

*From the Urological Clinic of the Peter Bent Brigham Hos- 
pital, Boston, Mass. 
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left ureter and suppressed the left kidney function. 
A transfusion of whole blood was given with ben- 
efit and four days later on October 8, 1934, the 


following operation was performed under spinal 
anesthesia: Transperitoneal ureterosigmoidostomy, 
right. 


The abdominal cavity was opened and with the 
patient in the Trendelenburg position the intestines 
were walled upward, after which an exploration of 
the pelvis showed no evidence of cancerous metas- 
tases. The left ureter was found to be somewhat 
larger than the thumb, definitely obstructed. The 
right ureter was normal and showed vigorous per- 
istalsis. Through a vertical incision over it the 
retroperitoneum was incised and the ureter dis- 
sected free to within an inch and a half of the 
bladder, where it was cut off. Its vesical end was 
tied and the ureter lifted upward from its bed over 
a distance of twc and a half inches. The retro- 
peritoneum was then closed by interrupted sutures 
of silk. The sigmoid loop was then prepared by 
milking its contents upward and downward, and 
holding it between two Allis clamps, an incision was 
made about two and a half inches long in one of the 
longitudinal striations. This incision went through 
the muscularis down to the mucosa, and the wall of 
the bowel was dissected backward on either side 
for about one-eighth of an inch. All bleeding points 
were grasped with fine clamps and coagulated by 
the electric current. The upper angle of the in- 
cision was then united to the wall of the ureter by 
a single stitch after which the bowel wall was closed 
over the ureter by interrupted silk stitches. On 
reaching the lower end of the incision the ureter 
was transfixed by a single stitch bearing a curved 
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needle on either end, after which the bowel mucosa 
was opened, again using the electric current. There 
‘was no soiling whatever as the lower end of the 
ureter was invaginated into the lumen of the bowel 
by passing each end of the transfixing stitch and 
bringing it out onto the surface of the sigmoid. 
Previous to this a strand of large-sized catgut about 
four inches in length was inserted into the lumen 
of the ureter to act as a partial splint. Following 
this the whole area of suture was buried by a sec- 
ond layer of silk stitches, after which the sigmoid 
was attached to the retroperitoneum by another 
single stitch. 


On October 26, the patient having made a sat- 
isfactory convalescence since the previous opera- 
tion, a total cystectomy was carried out under 
spinal anesthesia. The abdomen was opened through 
the old scar and the peritoneum separated from the 
surface of the bladder, the bladder itself being al- 
lowed to remain unopened. By upward traction on 
the vault, the bladder was gradually lifted out of 
the pelvis and there was found to be a marked in- 
duration and thickening of the left ureter outside 
the bladder itself. This was unexpected, for, al- 
though this left ureter was not carefully explored 
at the previous operation, it would seem likely that 
had it been a solid structure at the site of the pre- 
vious operation, this would have been evident. Con- 
tinuation of delivery of the bladder was therefore 
carried out by working from the right side of the 
organ and on reaching the region of the urethra by 
the use of the high-frequency cutting current a 
transverse incision was made going through the 
substance of the prostate. On reaching the pos- 
terior surface of the bladder, dissection was made 
in front of the vesicles. There remained to be de- 
livered then the left ureter, and this was dissected 
upward as far as could conveniently be reached 
through the present incision, but it was found im- 
possible to extend the dissection high enough to 
reach any portion of ureter which did not contain 
evident tumor. This tube was then clamped and 
cut across after ligation, and the bladder removed. 
Except for this involvement of the left ureter there 
was no evidence in any place of extension of tumor 
tissue outside the bladder. Hemostasis was care- 
fully attended to after which the wound was closed, 
an adequate drain being left in the depths of the 
pelvis. 
this operation. 


It would seem from investigation of the operative 
specimen in this case that we have been dealing 
with an instance of secondary neoplasm in the blad- 
der which has descended the ureter from the renal 
pelvis above. It was entirely impossible to inves- 
tigate the left kidney until now. We only knew that 
it was enlarged and obstructed. I had previously 
expected it to be a blocked-off, hydronephrotic kid- 
ney, but the presence of new growth in the ureter 
makes it highly probable that it contains neoplasm 
within its pelvis. A subsequent nephrectomy is, 
therefore, clearly indicated. 

On examination of the ureter in the operative 
specimen it was found to be double. No previous 
indication of this had been had, of course, because 
the tumor mass overlaid the entrance of the ureter 
into the floor of the bladder. 

Therefore, on November 13, a left nephrectomy 
was performed as follows: Through a transverse 
incision under the left costal margin the kidney 
was exposed, found to be very markedly dilated 
and tensely elastic to touch. It was impossible to 
tell what the contents of the kidney might be, but 
it was assumed that they consisted of papillary car- 
cinoma in large part. Investigation of the ureter 
revealed it to be double and to extend downward 


about the size of 3 cm. in diameter. The kidney was 
very hard to mobilize at its upper pole, so the ureter 
was cut across and using this as traction even- 
tually the whole kidney was freed. Its vascular ped- 
icle was apparently atrophic, the venous supply be- 
ing single, the arterial supply double. After the 
kidney had been cut away it was found that its 
contents were only bloody urine, no evidence of new 
growth being present. Had we been aware of this 
fact at an earlier period in the operation, emptying 
the kidney would have much facilitated its excision. 


Double Ureter 
filled withtumor ------ 


Following removal of the kidney, the stump of the 
ureter was carefully dissected out as far downward 
as the point of previous tying. By chance this laid 
just over the internal iliac vein so that some care 
was necessary in freeing the ureter to avoid tear- 
ing this structure. Convalescence after this third 
operation was quite without event and the patient 
was discharged home on the 25th of November, 


The peritoneum was not opened during 1934 


Pathological examination of the specimen sub- 
mitted showed the new growth to be papillary car- 
cinoma. Investigation of the ureter showed that 
the two ureters joined into a single one just at 
the junction of the bladder wall at which point 
there was but a single ureter, so that the double 
ureter was of the “Y” type. It is possible, therefore, 
that the neoplasm originated in the ureteric epithe- 
lium, near the point of junction of the two, thus ac- 
counting for its equal distribution into each tube. 
The ureter, as it passed through the bladder wall, 
was also completely filled with tumor. It was very 
evident on examining the kidney that the neoplasm 
did not originate in the renal pelvis. We were, 
therefore, forced to believe that this carcinoma was 
primary in the ureter or bladder, the histology be- 
ing consistent with either. It appears unlikely, 
however, that it represents a retrograde extension 
upward from the bladder and we believe that this 
was an instance of a primary papillary carcinoma 
of the ureter originating at the point of junction of 
the two limbs. 


The patient has done very well during the year 
which has passed since operation. At his last visit 
he was found to have gained weight, to have normal 
strength, and the nonprotein nitrogen was 41 mg. 
per cent. He passes urine by rectum about once 
in three hours and once at night. 
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AN HYPOTHESIS FOR THE ORIGIN OF RENAL CALCULUS* 


BY ALEXANDER RANDALL, M.D.t 


HEN one undertakes to explain the origin 

of stone in the upper urinary tract, one 
appears to be confronted by the fact that our 
theories of today seem to be increasing the com- 
plications of the picture rather than its simplifi- 
eation. Yet, when one tabulates the five prev- 
alent theories relative to the causation of renal 
calculus, it is interesting to find that, in spite 
of their wide divergence, they are ‘after all 
rather closely interrelated. It is essential, when 
attempting to solve any complex problem, that 
cause be put to one side and effect to the op- 
posite side; and it is to be my present effort 
first to try to clarify this point of cause and 
effect in our present knowledge of renal stone 
and then, if a plausible cause for stone be found, 
to see if the subsequent effects are in keeping 
with the hypothesis for its origin. 

First of all, let us be cognizant of what has 
happened in our understanding of stone in the 
lower urinary tract. For centuries considered a 
disease entity, and operated upon with what 
surgeons thought success, bladder stone is now 
looked upon as a symptom and not a disease. 
There is not a surgeon today but will finish an 
operation for the removal of stone from the 
bladder without appreciating that it is a re- 
sultant effect and without looking for its cause. 
Prostatic obstruction, diverticulum, fistula, tu- 
mor and ulcer are looked upon as the primary 
reasons for the formation of such a vesical cal- 
culus, and the prevention of its recurrence will 
depend upon the successful removal of the in- 
dividual cause. 


How often is the surgical problem of a renal 
calculus approached with a similar understand- 
ing of the fundamental pathology? How often, 
in the course of a difficult exposure, is a causal 
obstructive factor looked for and corrected? 
And how often, after the removal of a renal 
calculus, are steps of a prophylactic nature 
taken, both at the operating table and during 
the postoperative convalescence, to safeguard the 
patient against recurrence? In other words, do 
we approach every case of renal calculus look- 
ing upon the stone as an effect and, in each case, 
attempt to find a cause? And have we trans- 
ported our knowledge of the recognized causal 
factors of stone in the lower urinary tract to 
an appreciation of what must be similar causal 
factors in the origin of stone in the upper urin- 
ary tract? I think we should have ceased 
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long ago to lecture, write papers and even 
publish books under the title of ‘‘Caleulus Dis- 
ease’’, for stone in any part of the urinary tract 
is but a symptom and not a disease entity. 


Etiology—Let me briefly review for you the 
five theories which are current today as reasons 
why a kidney becomes encumbered with a eal- 
culus, and at the same time point out their 
close relationship. 


1. Unquestionably, priority belongs to the 
dietary theory. This causal factor comes 
to our attention from two separate an- 
gles. First, and perhaps of the greatest 
importance, is the realization that stone 
of the bladder in childhood has almost dis- 
appeared from the picture of surgery. 
Fifty years ago (and for the period ante- 
dating this) it was found in civilized coun- 
tries as a dominant factor in ‘‘caleulus 
disease’’. It has been pointed out that in 
England, in 1800, forty-five per cent of the 
eases of vesical calculus occurred in chil- 
dren under fourteen years of age. In 
France over half of the cases of stone in 
Civiale’s clinic were operations on patients 
under twenty years of age. In England, 
France and America this picture has so 
changed that bladder stone in childhood 
is today a rarity. And the only factor 
to which we can point, as bearing upon 
the disappearance of this surgical condi- 
tion, has been a liberalization of the diet 
of childhood. Children today are fed from 
infancy on a diet which would have made 
our grandparents shudder, and this is to 
be compared with the picture of stone in 
childhood which still persists in its prev- 
alence in the surgical clinies of the coun- 
tries where the dietary is still of a variety 
exceedingly limited, as it used to be in 
Western Europe. 


The second point under this theory has 
been the proof that diets deficient in vita- 
min A are exceedingly prolific of stone 
formation. The reason given is that such a 
diet causes certain changes in the epithe-. 
lium of the urinary tract, which is termed 
‘*keratinization’’. Two things are sig- 
nificant: First, that such stones are con- 
sistently formed of calcium-magnesium 
phosphate, and secondly, that in experi- 
mental animals where stone has been so 
produced, such concretions have been 
made to disappear if the diet is changed 
to one rich in vitamin A. Here it seems 
we can clearly see cause and effect. 
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The second theory which enters this pic- 
ture is that of infection. It has been said 
that if every case of stone were searched 
to its ultimate end, an infection would be 
found underlying it. This is probably an 
overstatement, but, nevertheless, infection 
unquestionably does play a very definite 
part in the formation of some stones. 
There are numerous instances and exam- 
ples to be cited in relation to this theory, 
but let me recall to mind Rosenow’s work 
and also the observation of the frequent 
occurrence of renal calculus in the chronic 
osteomyelitis cases. 

Again, two thines are of great signif- 

icanee as regards infection stone; 
First, the concomitant frequency of in- 
fection where epithelial changes due_ to 
vitamin A deficiency predominate, with 
the interrelationship of these two theories ; 
and secondly, the role that infection fre- 
quently plays as an etiological factor in 
the recurrence of renal stone. The role of 
infection should also be broadened to in- 
clude those cases of encrusting cystitis 
and the encrustations about urinary fis- 
tulae. Here an infecting organism is 
looked upon as being responsible for the 
breaking down of urea into ammonia, caus- 
ing an alkaline urine with the subsequent 
precipitation of urinary phosphates. It is 
pertinent to my theory that I again eall 
attention to stone as an effect and to an 
infection as part of the cause. 
The third theory is the effect of stasis and 
faulty drainage. Long a recognized fac- 
tor in the lower urinary tract, it must 
likewise play a definite part in the eti- 
ology of certain stones in the upper urin- 
ary tract. Stone has been frequently 
watched during its period of actual 
growth, where partial occlusion of ure- 
teral lumen has produced faulty drainage. 
Stone has been found in a relatively high 
percentage of eases where individuals 
have been bedridden, such as in the care 
of generalized disease, in the immobiliza- 
tion for fractured bones and in the care 
of cases with tuberculous lesions of the 
hip and spine. All these conditions are 
related to faulty renal drainage and, in 
addition, are frequently associated with 
chronic infection and yet again with the 
recognized decalcification of the bony skel- 
eton and the loss of calcium during long 
periods of complete muscular inactivity. 

Again, let me accentuate the close inter- 
relation of these three theories, diet, in- 
fection and faulty drainage, It is neither 
a constant fact, nor is it necessarv to ex- 
pect that every kidney pelvis which is 
poorly drained, even if also infected, must 
form a stone. Such is quite comparable 


to the incidence of bladder caleulus as 
an accompaniment of prostatic obstrue- 
tions. The failure of stone development in 
cases where the ideal morbid set-up is 
waiting is one of the strongest facts that 
we have to present in the realization that 
our present theories are not sufficient. 
They may be factors but not basic etio- 
logical facts. 

Our fourth theory is that fascinating one 
of disturbance in the colloidal mechanism 
of the urine which plays a very important 
role in the body’s normal ability to elim- 
inate insoluble crystalloids in a supersat- 
urated solution in the urine. It is pictured 
that the urinary colloids carry on their 
surfaces insoluble urinary crystalloids by 
what is termed ‘‘adsorption’’. The nor- 


‘mal daily amount of the colloid is suffi- 


cient for the elimination of the normal 
daily amount of the insoluble crystalloids. 
That these urinary salts are present in a 
supersaturated state in the urine is an im- 
portant fact, both as regards the function 
of the colloids and as bearing on the pre- 
cipitation of the salt when stone forms. 
For, if one disturbs this so-called colloidal 
balance by either increasing the erystal- 
loids or decreasing the colloid surface area, 
there then occurs a precipitation of the 
crystalloids and their appearance in the 
urine as actual insoluble material. 
Stripped to this simple viewpoint. again 
let me call to your attention the inter- 
relation of this etiological theory with the 
three previous ones. For, first of all, in- 
fection with its morbid products, and 
epithelial degeneration, as from a vitamin 
A deficient diet, are both recognized as 
reasons for a disturbance of the normal 
colloid mass; and wherever there is an 
inerease in ecrystalloids, such as occurs in 
decalcification of the bony skeleton, we see 
the opposite picture of an attempt being 
made to eliminate more erystalloids than 
there is assumed to be colloidal surface 
to hold them in solution. Therefore, these 
four theories of stone formation, although 
each may not be constant or sufficient, are 
nevertheless very closely interrelated. 
Our fifth theory is the recent one, where 
it has been pointed out that disease of a 
hyperplastic character in the parathy- 
roids is responsible for decalcification of 
the bony skeleton and the occurrence of 
an actual ealcium diabetes in the urine. 
As a result of the studies made at the 
Massachusetts General Hospital, it is 
claimed that this factor is present in ten 
per cent of all cases of renal caleulus. 
Here we are unquestionably getting be- 
yond the urinary tract and finding a 
causal factor of utmost importance. But. 
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when we concentrate our view upon the 
urinary tract, such hyperealeinuria is not 
of itself a factor that produces a stone. 
It works in well with the theory of col- 
loidal imbalance, for here again we pic- 
ture an excess of erystalloids over and 
above the surface-holding power of the 
colloids, and as such, this theory of a rea- 
son for stone works in with the four pre- 
vious ones as an interesting factor but 
not as an actual initiating lesion. 


There seems to be a broad gap between the 
theoretical mechanism for possible stone growth 
in a renal pelvis, and our accurate knowledge 
as to why a stone came into existence. I can 
see reason in these various theories on the eti- 
ology of stone that can be of importance as to 
how a stone may grow, but none of them, to my 
mind, give a satisfactory reason as to why a 
stone does occur, where it starts, how it actual- 
ly originates and why it is not washed away 
when still microscopic. It is particularly sig- 
nificant that-no one of these five theories can 
be depended upon to produce a calculus in any- 
where near a one hundred per cent of cases. 
We seem to have a plethora of theories and a 
paucity of facts. In the first place, it is no un- 
usual thing to watch a patient with a chronic 
phosphaturia, a chronic oxaluria, or probably 
most interesting of all, a chronic cystinuria, in 
whom, in spite of the persistency of this per- 
version of the normal, a stone does not form. 
Secondly, we must realize that when a stone 
does occur in the renal pelvis, it virtually al- 
ways starts as a unilateral lesion. Thirdly, as 
no one of these theories is infallible in the pro- 
duction of stone, so also the control of no one 
of them is of unfailing virtue in the preven- 
tion of the recurrence of stone. It is thoughts 
such as these which make me feel that these five 
theories, concerned with the etiology of stone, 
are all essentially secondary reasons, and none 
of them can be classed as a primary cause of 
stone formation. Nevertheless, they are of the 
utmost importance, even as secondary reasons, 
when one takes up the subject of the preven- 
tion of recurrence, for as such, each one has to 
be removed from the picture, or it remains as a 
potential invitation to the growth of a reeur- 
rent stone. 


The difficult part of this problem is to fit into 
these etiological theories the known variation in 
the actual chemical character of the stone it- 
self. Such coneretions are known to be formed 
from calcium oxalate, calcium-magnesium phos- 
phate, calcium carbonate and calcium-magne- 
sium-ammonium phosphate. Again, sodium 
urate, ammonium urate, uric acid and the rarer 
salts of cystine and xanthine are found. It is 
easy to see that a disturbance in the calcium 
‘metabolism can very readily be a factor in the 


growth of a calcium stone; but there it must 
end, and certainly could have no relationship 
to the formation of a stone of uric acid, a urate 
or one of the rarer salts. 


It has been the existence of this multiplicity 
of theories, with the known divergence of stone 
chemistry, that has made it difficult for anyone 
to grasp or formulate a theory for stone forma- 
tion; and this difficulty, I am sure, has been a 
reason why surgery has adopted the unfortunate 
middle ground of speaking of stone disease as 
an entity and, by so doing, losing all sight of 
etiology. Such a point of view has, of neces- 
sity, made it impractical to adopt any steps 
toward stone prevention and has led to the re- 
grettable surgical attitude of removing a stone 
with a clean conscience and with the feeling 
that the entire surgical lesion has been cor- 
rected 


For the past few years I have attempted to 
explain the inconsistencies in the formation of 
a renal calculus by trying to separate the pic- 
ture according to the chemical composition of 
a stone. This is to say that one would make a 
separate chapter according to the chemistry of 
a stone and then try to write into that chapter 
a causal factor and perhaps elaborate further on 
diagnosis, on treatment and on prevention. In 
some of our pictures this has not been so diffi- 
cult to do. The stone which follows a vitamin 
A deficiency has been shown to be consistently 
formed of calcii 1a m phosphate. The 
stones which follow hyperparathyroidism have 
likewise been of a definite chemical character 
and always a calcium salt. Again, those stones 
which form in the presence of an infection, 
which produces an alkaline urine, have been con- 
sistently a triple phosphate deposit. 

But, there has been one very definite stum- 
bling block which this mode of approach has not 
explained, and that is the occurrence of a lami- 
nated stone, in which might be a core of uric 
acid, a second lamination of urates, a third layer 
of pure oxalate crystals and even a fourth de- 
posit of calcium-magnesium phosphate. The 
failure to explain these phenomena has caused 
me to set aside the pure chemical theorization 
and to approach the story of stone from a new 
angle of thought. 

Let me present this hypothesis in very brief 
form. I believe there are but two basic causal 
factors which are capable of initiating the de- 
velopment of a stone in a renal pelvis. The 
difference between these two causal factors can 
be sharply delineated, the resultant stone shall 
be termed a ‘‘primary”’ or a ‘‘secondary”’ renal 
ealeulus, dependent upon which of these two 
causal factors is present. 

In the first class, or the ‘‘primary’’ renal eal- 
euli, one finds those cases in which the clinical 
picture is especially clear, and every physician 
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has experienced such a ease in his practice. To 
it belongs the individual in otherwise perfect 
health, who is suddenly seized with the clinical 
state known as caleulus colic. Examination finds 
a man in the throes of renal colic due to a eal- 
culus measuring up to a centimeter in size, which 
has suddenly entered the upper ureter and has 
obstructed the same. X-ray reveals a shadow, 
just opposite the lower pole of the kidney. 
Urography proves this to be a caleulus lying in 
the ureter, and behind it a normal pelvis that 
is just beginning to show the evidences of back 
pressure. 

As I say, this clinical picture is unquestion- 
ably familiar to everyone, and one stops to ask 
these questions: What caused that stone? How 
long has it been growing? Where has it been? 
And why has it suddenly produced this severe 
clinical picture ? 

An answer to these questions I believe to be 
not difficult of formulation. It is my firm con- 
viction that such a caleulus has arisen as a grad- 
ual erystallization upon a lesion in the renal 
pelvis. Somewhere in the renal pelvis, most 
probably on a papilla, or in the papillary-calye- 
ial angle, there has occurred a primary ulcera- 
tive lesion. It is of small size but with a raw 
surface, and thereon has occurred, through one 
of the above theoretical reasons, the precipita- 
tion and coalescence of urinary salts. Follow- 
ing the colloidal chemical theory, the salts so 
precipitated are those which, at that time, are 
especially supersaturated in the urine. As such 
the deposit starts, and once started, has every 
reason to gradually increase in size. Being so 
fixed, it gives no symptoms of its presence un- 
til, due to some factor, be it trauma, size, weight 
or sudden motion, it ceases to be a fixed concre- 
tion and breaks loose from its point of origin. 
The next natural course is nature’s effort to ex- 
trude the caleulus, and such extrusion means 
passage down the ureteral line of drainage, with 
the result that one sees the patient in acute 
ureteral stone colic. 


A stone of this type has interesting peculiari- 
ties, both on the x-ray plate and on examina- 
tion with a hand lens after its removal. It is 
frequently heart (or arrowhead) shaped, or 
else a long oval, and is characteristically of a 
single salt deposit. The heart-shaped stone is 
generally smooth with a rounded point; while 
the ovoid stone has a highly crystalline surface 
and one end, though evenly developed, shows 
sharp erystal points. But the opposite end of 
either variety shows every evidence of having 
been a point of mural attachment. One can 
visualize how such a stone erystallized upon a 
basic papillary, or calycial, ulcer; how from 
such an origin further crystallization augment- 
ed growth ; how it remained silent because fixed ; 
how its shape originated; and so it developed 


in an otherwise normal pelvis, until its size al- 
lowed of its being no longer adherent. 

One thing remains to be explained, and that 
is the primary initiating lesion. Here it is my 
feeling that primary papillary or calycial ulcer- 
ation is of much more frequent occurrence than 
we have been led to suppose or even made to 
think. Such uleeration could be either infec- 
tious, trophic, or allergic. In the past our 
pathologists have routinely examined kidneys at 
postmortem by opening them from the convex 
surface in toward the hilus. As you well know, 
it is infrequent that the pelvis is thus competent- 
ly opened or, if subsequently cut, is completely 
searched. You cannot find in the textbooks on 
pathology of today any mention of any path- 
ologie condition occurring in the renal pelvis, 
other than the generalized one of pyelitis or 
the very self-evident one of tumor. The finer 
pathology of the renal pelvis has yet to be writ- 
ten. I would like to mention the brilliant work 
in this respect recently published by Lieberthall 
and von Huth, in regard to the early pyelitic 
lesions in renal tuberculosis. The facts dem- 
onstrated by them in renal tuberculosis are 
pregnant with possibilities in regard to the 
more frequent occurrence of pelvic ulceration 
in other infectious states. 

In the second class belong the caleuli which 
form in a renal pelvis in which urinary stasis 
is present because of some obstruction to the 
normal urine outflow. Examination by urog- 
raphy reveals the presence of hydronephrosis, 
and the stone grows as a complication of such 
a static condition. It has been the tendency to 
look at this picture in a reverse order, making 
the stone the cause of the hydronephrosis, rath- 
er than the resultant effect or complication of a 
hydronephrotie pelvis. Such stones are fre- 
quently found actually floating and freely mov- 
able in their habitat. They are nearly always 
smooth and round, sometimes multiple and 
faceted, and frequently laminated, being com- 
posed of different urinary salts. To me this 
picture is so closely akin to the recognized con- 
dition as seen in vesical calculus that it should 
need no further exposition. 

As the first class, which form as crystalliza- 
tions upon pelvic ulceration, are termed ‘‘pri- 
mary’’ renal calculi, so this second class, postu- 
lated upon faulty pelvic drainage, are called 
‘*secondary’’ renal caleuli. The actual origin 
of the ‘‘secondary”’ renal calculi demands noth- 
ing more for a nucleus than a ciuster of des- 
quamated cells, a bacterial clump or a tiny clot 
of blood. They are as easily assimilated into 
our clinical pabulum as the familiar vesical 
stone, and on equally parallel lines runs the ob- 
served fact that when all the essential factors 
appear to be present for a stone’s growth, it 
does not, of necessity, materialize. 

It remains to be explained why those stones,. 
which are now termed ‘‘secondary’’ are fre-- 
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quently found to be formed of varying chemi- 
cal laminae. This occurrence should almost be 
expected rather than, of necessity, be explained. 
There is no doubt that, in such a supersaturated 
liquid as the urine, certain salts, at certain 
epochs, reach the threshold of their insolubility 
and precipitate in pure form over a period of 
time. Under these conditions there will be 
periods when one type of salt will be more 
easily precipitated than others, and the lamina- 
tions will correspond to exactly such periods. 
Likewise, it is to be recognized that the growth 
of such stones can and does vary according to 
the type of deposit then being made, and we 
are all cognizant of the slow growth of the 
uric acid and urate stones, as compared with 
the rapid growth of the earthy and triple phos- 
phate stones. The factor of supersaturation of 
a urinary salt becomes of greater consequence 
the more we dwell on these facts and, as such, 
lends greater weight to the rédle of colloidal 
chemistry. 


Discussion—The problem of renal stone has 
been before the medical profession long enough 
for us not to know more positively its cause and 
its prevention. The problem is a complicated 
one and the effort to simplify it to a single 
given causal factor has undoubtedly led to delay 
in understanding, to multiplicity in theories and 
to disappointment in results. 

As might be surmised, there are border-line 
cases and long-standing complicated cases whose 
explanation is buried in a confusion of path- 
ology. It has been my purpose to look upon 
the simple case, the one without complicating 
elements, and by so doing try to see behind the 
scenes at birth. Such has led to the conelu- 
sion that some stones arise in what we would 
call a normal shaped pelvis and one whose 
drainage is to all appearances perfect; such I 
have termed ‘‘primary’’ renal caleuli: others 
are found in pelves which, for various reasons, 
are suffering from faulty drainage and such I 
have termed ‘‘secondary’’ renal caleuli. 

I have tried to present an argument that our 
‘present theories explanatory of the cause of 
renal calculus fail of their purpose and like- 
wise do not answer pertinent questions in re- 
gard to the clinical course of the disease. For 
these reasons I have placed them in the category 
of important but secondary causes. 

The theory of vitamin A deficiency, that of 
colloidal imbalance and that of parathyroid 
adenoma, play important roles only in deeid- 
ing the chemical composition of a calculus. 

The theory of stasis stands, when such can 
be demonstrated to exist, and in such cases the 
presence of a calculus is to be considered a see- 
ondary and complicating factor of the stasis. 
The laminated caleuli will be found in this 
group, as likewise most of the multiple stones, 
the large solitary stone, and the silent renal 
ealeuli. 


The role that infection plays is twofold. In 
the case with stasis it enters as simply another 
contemplating factor to the pathological and 
surgical picture. That infection plays a far 
more important réle in the causation of minor 
papillary or calycial lesions in kidneys that are 
otherwise normal, and by so doing creates a fo- 
cal point on which erystallization starts, is the 
crux of my hypothesis. It has been outlined how 
such stones may be recognized and it has been 
suggested that such should be termed ‘‘pri- 
mary’’ renal ecaleuli. There remains to be dis- 
cussed the likelihood of such minor lesions. Ex- 
perimental work carried on during the past three 
years in an effort to produce such minor lesions 
has been extremely difficult and bitterly dis- 
appointing. Trauma, electrical fulguration, 
chemical burns, and early lesions of vitamin A 
deficiency animals have been studied without 
conclusive results. The experiments of Rosenow 
suggest the role of distant focal infection and 
in clinical cases it has been sought and has 
been constantly found with startling consistency. 
The work of Lieberthall and von Huth, already 
referred to, in which they sought and demon- 
strated minor papillary or ealycial ulcers in early 
and in extremely latent cases with tubercle bacil- 
luria, confirms the idea of incipient pelvic lesions 
in blood borne infections. The spontaneous oc- 
eurrence of the Hunner ulcer of the bladder 
(studied pathologically by Allen J. Smith and 
called by him ‘‘pan-mural cystitis’’), long recog- 
nized as an example of suspected metastatic in- 
fection, is another analogous lesion, and it is 
likewise pertinent to recall the familiar occur- 
rence of the precipitation of salts on various ul- 
cerative bladder lesions. When we add to these 
possible factors in the field of infection the addi- 
tional possibilities of circulatory troubles, of 
metabolic diseases, and of allergic reactions, it 
seems safe to surmise that pelvic lesions do, and 
must occur, in greater frequency than at present 
suspected. Fenwick’s papillitis is another case 
at point. We have had the privilege of studying 
four cases where frank renal hematuria was 
clearly attributable to allergic reaction to food 
products. Such bleeding must of course have 
been accompanied by actual papillary or calycial 
lesions and is reeognized as belonging to the 
interesting group of anaphylactoid purpura. 
This adds just another possibility to the minor 
lesions of the renal pelvis wherein, if the econdi- 
tions be right, calcification could properly fol- 
low. 

The hypothesis offered is that upon such a le- 
sion crystallization of a ‘‘primary”’ renal e¢al- 
culus first takes place, and that its chemical 
character depends upon the salt in the urine, 
which at that epoch, is the most supersaturated 
one. 

Therapeutic Deductions—Of the ‘‘primary”’ 
stones the vast majority will be found as ure- 
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teral calculi, though some, of course, get no fur- 
ther than the true ureteropelvie junction. If 
our deductions are acceptable, their actual origin 
depends upon extrarenal causes. For accentua- 
tion one is tempted to put them down as due 
to prerenal causes. 

Today I am trying to study every case of 
“‘primary’’ renal stone as one would study an 
arthritic—search out focal infection, look for 
allergic reactions, think of dietary habits and 
make the necessary laboratory studies for met- 
abolic disorders; for in such I believe both the 
cause, and the prevention of recurrence, are to 
be found. The persistent stone former is a per- 
fect laboratory for active research in this sub- 
ject. There is a pet theory among some that 
patients go through a stone-forming age and 
that. once beyond that age, they cease creating 
further stones. I would like to suggest that, 
in all probability, the intercurrent removal of 
an infected tooth, a bad gallbladder, or some 
other chronic focal infection had much more 
to do with the cessation of the stone-forming 
habit than the mere passage of the vears. Local 
pelvic infection must be combated by every ac- 
tive means at our disposal, but in addition, let 
me urge that the patient be studied as a whole, 
and with the intention of ruling out every pos- 
sible prerenal factor that may play a part. 

The ‘‘secondary’’ calculi, on the other hand, 
present the real surgical problem. Here the 
lithotomy is but a step in the proper surgical 
handling. Keeping ever before us the picture 
of bladder stone, let us approach each and 
every case of ‘‘secondary’’ renal ealeulus in 
exactly the same spirit, making the stone of 
secondary interest, as compared with the acute 
problem of correcting the primary hydroneph- 
rotie state. Here the cause is always intrarenal 
(intrapelvic), and it is beyond the seope of this 
paper to discuss the surgical possibilities. But, 
if the correction of faulty drainage is not defi- 
nitely and satisfactorily obtained, let me advise 
the removal of the kidney, for recurrence of 
stone is almost a certainty. 

The final word on the prevention of the recur- 
rence of ‘‘secondary’’ calculi was said long 
ago (and then in regard to vesical stone), that 
nothing short of perfect drainage of the pelvis 
and sterilization of the same will give any 
assurance of success; and let me add that this 
is at times most difficult to attain. 


DISCUSSION 


Dr. Joun H. CUNNINGHAM: I am greatly impressed 
with this broad conception that our guest has taken 
in regard to the etiology and treatment of renal stone. 
As I understand him, he includes five possible causes 
and he attributes the formation of stone to no one 
of them alone, but to a possible combination of any 
or all of them. This broad point of view means 
advancement in the understanding of this subject. 
While he accepts the two causes that we have all 
been brought up with, that is, stasis and infection, 


he emphasizes what we have more recently been 
hearing about; deficient vitamin A diet, and includes 
recent knowledge in the field of endocrinology and 
the chemical condition of the urine, as well as focai 
infection, as possible etiologic causes. That he has 
dealt with these various factors and made a cor- 
relation of one or more or possibly all of these fac- 
tors, is a rather new and broad point of view which 
I think is a somewhat new interpretation, and is to 
be commended. His consideration of the thera- 
peutic measures at our command takes as funda- 
mental the overcoming of stasis and infection when 
it exists. This is something that we have long ap- 
preciated. His attitude regarding the proper diet 
and the other two metabolic factors, those that have 
given knowledge from a better understanding of 
endocrinology and the chemical composition of the 
urine, as well as seeking foci of infection in various 
structures of the body, are relatively new, and in- 
dicate that progress may be made along these lines. 
His attitude in regard to diet is substantiated by the 
experimental work of Grossman and that of Osborne 
and Mendel, as well as the recent communication 
of Higgins, which this society had the pleasure of 
hearing. His correlation of this information with 
the other factors that he has mentioned, seems to 
me to be the best interpretation and with further 
work along these lines that Dr. Randall indicates, 
may well be helpful not only in handling existing 
stone, but in connection with its prevention and re. 
currence. Personally I have received much informa- 
tion from the communication and wish to add my 
word of appreciation of what Dr. Randall has 
brought to us this evening. 


Dr. WILLIAM C. QuINBY: Mr. Chairman, Gentlemen 
—It has been a great pleasure to listen to Dr. Ran- 
dali’s theories as well as his knowledge on this 
urologically universal subject of stone formation. I 
am glad that he takes the point of view that stone 
formation is not a disease entity but rather the re- 
sult of a temporarily abnormal state of the body. I 
know Dr. Randall wishes us to visualize the kidney 
as an organ which has various states of being, ac- 
cording to those of the body in which it lies. A 
persistent body state, such for instance as occurs 
in deficiencies of diet, must inevitably have an effect 
on the kidney. From the physiological point of view 
the kidney first liberates from the blood stream a 
fluid of the same constituents as the blood serum, 
minus its albumin. Following this, before the urine 
is propelled into the pelvis, there is absorption by 
the tubules of certain constituents which the body 
cannot afford to lose but which must be eliminated 
through the glomerulus because otherwise filtration 
would not be possible according to normal osmotic 
laws. Therefore, we have the problem not only of 
filtration but also of absorption which produces con- 
centration. So the crystalloids and colloids found 
in the urine are, in some instances, much more con- 
centrated than they are in the blood stream from 
which the urine is made. This means that the kid- 
ney normally is a labile organ which must be con- 
stantly shifting its various activities to compensate 
for the various changes in composition of the blood 
flowing through it. 

It is conceivable that inability of this absorptive 
or concentrating power of the kidney at one time 
or another, and for reasons as yet not understood, 
leads to the upset of the colloid and cystalloid bal- 
ance of the urine, with resultant formation of stone. 
We know something about infection and stasis as 
factors in stone formation. Vitamin deficiency we 
are beginning to know something about. The in- 
timate chemistry, however, of the causation of stone 
has not yet been elucidated. 

It is not inconceivable that we may later find in 
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the kidney an analogous situation to that for in- 
stance which occurs when some anesthetics are ad- 
ministered. Here chemical reactions occur in cells 
of the body, especially those of the brain, which are 
reversible. It is probable that a solution of lipoids 
occurs which, after the anesthetic has been re- 
moved, reverts back to the normal condition. Pos- 
sibly a similar chemical reaction may occur in the 
tubule cells of the kidney under circumstances as 
yet unknown. Certain factors may conceivably de- 
press them at one time, forbidding or at least in- 
terfering with normal absorption from the glomeru- 
lar product, at another time allowing normal ab- 
sorption to continue. In this way, it is fairly easy 
to see how the colloid balance of the urine can 
be temporarily upset. 


These remarks are at present entirely theoretical 
and have no practical bearing at the moment. Nev- 
ertheless, we are learning more and more about 
stone formation, due to such analysis of the sub- 
ject as has been so ably given us by Dr. Randall. 
tonight. 


Dr. Futter ALBRicgHt: Mr. Chairman, Dr. Randall, 
Members of the Society—I am very much indebted 
to this society for inviting me here tonight and giv- 
ing me an opportunity of hearing this very inter- 
esting presentation. Dr. Randall brings up the ques- 
tion of what keéps the stone in the kidney until it 
is large enough to be a stone. He offered a very 
interesting suggestion as to what that may be. 
My work at the Massachusetts General Hospital 
neither confirms nor disproves this hypothesis. Cer- 
tain facts I do know. 


We have had twenty-nine cases of proved hyper- 
parathyroidism at the Massachusetts General Hos- 
pital and nineteen of these had kidney stones. If 
one allows for*the four cases of bilateral stones, of 
the fifty-eight kidneys in these twenty-nine pa- 
tients, twenty-three had had kidney stones, about 
40 per cent. We also know that in hyperparathyroid- 
ism there is a marked increase of calcium and phos- 
phorus excretion in the urine. We know that these 
stones are made up largely of calcium phosphate. 
It is not too much to assume that the reason that 
this group of patients, as opposed to another group 
of patients, has stones is because the individuals of 
the group have an increased amount of calcium and 
phosphorus in the urine. In other words, what- 
ever is happening in most cases of kidney stones, it 
would seem that in these cases the one factor is 
that they have too much of something in their urine. 
I doubt that there is any other factor in these cases 
which would not be present in normal individuals. 
If these stones in hyperparathyroidism are primary 
stones and the theory of Dr. Randall is correct, it 
would seem that normal people have about a 40 
per cent tendency to have ulcers in any one kid. 
ney and would have about a 40 per cent chance of 
forming stones in any one kidney if they had hyper- 
parathyroidism. That, at first, seems rather un- 
likely. On the other hand on looking at these pic- 
tures of Dr. Randall’s, I can see one possibility of the 
above reasoning being incorrect. 


As we study these cases of hyperparathyroidism 
we notice that many of them show phosphate casts 
in the urine. These casts are all formed in the col- 
Iecting tubules. Most of them are formed at the 
papilla, just where the tubules enter the pelvis of 
the kidney. As you see them in sections, quite 
often the cast becomes attached to the papilla and 
it is not unusual in x-rays to actually see calcium 
deposits in the papilla, right at the end. If you 
picture the calcium phosphate cast being located 
at the end of the papilla, it might start a little 
ulcer. There might be an increased tendency, there- 
fore, for ulcers in these cases. That would bring 


our experiences in line with the hypothesis of Dr. 
Randall. 

Our studies at the Massachusetts General Hos- 
pital have all started from our interest in hyper- 
parathyroidism and we have tried to see whether 
what we have learned in that condition might not 
help us in the study of stone formation in general. 
This question came to our minds. In hyperparathy- 
roidism we believe the one predisposing factor is 
the increased amount of calcium and phosphate in 
the urine. How much increased is it? It is not any 
more than twice as much, if that, as you get by 
drinking a lot of milk at any one time. The point 
I wish to bring out is that the amount is not so 
extraordinary, but that an individual in his regular 
diet might pick such a one so that the net result 
as regards the composition of his urine would be 
comparable with hyperparathyroidism. We believe 
more and more the theory that increased crystal- 
loids in the urine are the primary factor in most 
cases of stone formation. This is probably true of 
the calcium phosphate stones of hyperparathyroid- 
ism, of the cystine stones of cystinuria, of the uric 
acid stones of gout, of the phosphate stones of the 
milk drinkers. Why isn’t its application even more 
general? As we study the various stones, most of 
them are phosphate stones and phosphates are a 
very common substance for people to take. If they 
take a large amount of alkali at the same time, as 
with the Sippy régime, they get the ideal background 
for the precipitation of these stones. 

In conclusion I would say that I have no infor- 
mation as to how the stone actually gets started. 
I repeat that it is my guess that the reason why 
some people get stones and others don’t is because 
they have a change in metabolism or a peculiarity 
of diet which results in their having more crystal- 
loids in their urine than can be held in solution. In 
the case of phosphates, this may be due, not to an 


increase of phosphates, but to a lack of acidity of 
the urine. 


Dr. J. DELLINGER BarNeEy: After hearing this 
interesting paper of Dr. Randall’s, I am sure it is a 
most difficult thing to discuss a subject like this in 
the face of all we have heard tonight. We are be- 
ginning to recognize that the subject of urinary 
lithiasis may be classed very well with cancer or 
tuberculosis. I think we all recognize also that 
urinary lithiasis seems to: be regarded not as a 
disease so much as a symptom of something wrong, 
either locally or generally. Just what that is, we 
are all trying to find out. Dr. Randall has spoken 
of all these various theories and I am very much in- 
terested and very much impressed by the clarity 
with which he has told us about them. 

Without being critical, I want to ask questions, 
simply because it might help me to get a little more 
light on the subject. 

In regard to stasis, how many cases do you see 
with stone as compared with stasis without stone? 
How many cases of infection of the kidney with- 
out stone as compared with those with stone? 
If it is a vitamin or dietary disturbance, why 
do we get stones only on one side and not neces- 
sarily on both sides, because presumably that diet- 
ary deficiency affects one kidney quite as much as 
the other? How many cases do you see of focal 
infection, teeth, tonsils, sinuses or whatever, with 
stones, as compared with the numbers of patients 
you see without stones? I am not trying to explain 
this, I am just pointing out what we all acknowledge 
to be the facts. In regard to hyperthyroidism, with 
which I am a little more familiar, it is a little diffi- 
cult to see how or why, after removal of the para- 
thyroid gland, and the passage of the stone or its 
removal, stones do not recur so far as we know. 
Infection is still there, the diet perhaps has not 
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changed and the conditions are not essentially dif- 
ferent or at all different from what they were before 
and yet stones do not recur. Even if there is an 
excess of calcium in the urine, the stones are more 
often unilateral than bilateral. It is a peculiar prob- 
lem and I don’t know any better way to get at it 
than along the lines Dr. Randall has suggested, 
namely that we must get the pathologists to study 
the kidney with a great deal more minute care than 
heretofore, hoping that we may find some of the 
lesions which Dr. Randall has described and also it 
seems to me we might well profit by the more inten- 
sive study of the average normal patient. That may 
be theoretical but if we could theoretically take a 
group of people and keep careful record of their 
urine from a chemical standpoint varying with the 
diet, we might throw some light on the subject. 
After a good deal of thought, without doing very 
much about it because it is hard to know what to 
do, I have come to the conclusion that after all it is 
a question for further metabolic study, further diet- 
ary, endocrinological, and physiological study. It 
doesn’t matter whether you, I, our physiologists or 
chemists do it, but I think along these lines we may 
eventually find the answer to this problem. 


Dr. G. G. SmitH: I would like to ask ‘Dr. Randall 
what would happen if he gave these men uric acid. 


Dr. Epwarp J. O’Brien: I would like to speak 
of a very interesting case of a child three months 
old that had renal calculi. I saw this case a couple 
of months ago at the Cambridge City Hospital. The 
child was brought to the hospital and sent to the 
Pediatric Service and was diagnosed by the pediatri- 
cians aS marasmus and a severe gastroenteritis. 
The child did not do very well, but died. At autopsy, 
among other things, was discovered the presence 
of multiple calculi in the kidneys. Dr. Timothy 
Leary, pathologist at the hospital, in his report of 
the autopsy states: “The kidneys combined weight 
was 36 grams. On section they presented grayish pink 
surfaces with normally prominent pyramids. Cor- 
tex was .2 cm. wide. Capsules stripped readily to 
reveal lobulated, grayish pink, smooth surfaces. 
Pelvis and ureter on left normal. In calices and 
pelvis of right kidney there were numerous small 
solid yellow calculi less than .1 cm. in diameter. 
Ureter normal.” 

He further reports: “Received several pinpoint, 
brownish calculi together with two which measure 
approximately 1 mm. in largest diameter. Surfaces 
smooth and slightly rough. Tests of oxalate, cal- 
cium and phosphates were negative. Uric acid was 
positive.” 

This was an undernourished child and was prob- 
ably a case of vitamin A deficiency, and that was 
probably the reason for the formation of these cal- 
culi. 

I report this case because I feel that we probably 
would find more calculi in these infants if search 
was made for them at autopsy. 


Dr. CLtyDE L. DemineG: I would like to ask Dr. 
Randall two questions. His theory of papillary ulcer- 
ation is an interesting observation and he offers three 
theories for this, infection, atrophic lesion, and aller- 
gic lesion. I would like to know if he has considered 
the theory which Dr. Cushing stated some time ago 
when he noticed that in brain lesions, especially of 
the base, certain ulcerations occurred in the stomach 
and in the intestines, these ulcers being epithelial 
ulcerations of an acute nature. Recently Parker 
has described in his work on injury in the thalamus, 
ulcerations of the epithelium of the stomach and in- 
testine. Recently we have had at least fifteen autop- 
sies with injuries to the base of the brain followed 
by acute ulcerations and perforations of the stom- 


ach and intestine. Might not then some brain le- 
sion have a bearing on the ulcerations of which 
Dr. Randall speaks? 

The second question is based upon Dr. Loewi’s 
work, which shows that stimulation of the vagus has | 
produced an aceto-choline substance which causes 
ulceration of epithelial surfaces. Since the auto- 
nomic system has now been demonstrated to run 
to the base of the brain, may it not be possible 
that some stimulation of the nerves causes that 
nerve to secrete a substance which would produce 
a localized ulceration of an epithelial surface such 
as the calyx of a kidney? 


Dr. RANDALL: I came to Boston with the expec- 
tation of a keen discussion of my subject, and 
I have not been mistaken in my interpretation of 
the New England Branch and thank you for the 
generous way in which you have given me your 
reactions and ideas. I have attempted to present 
this subject from a purely clinical point of view. 
I have studied sixty-seven recent cases (twenty-three 
of renal stones, and the remaining ureteral stones) 
in an effort to establish some relationship to the 
theory of pelvic pathology as a basic initiating le- 
sion. When I say ulceration, I do not mean that 
it has to be infectious; trophic changes, infarction, 
perhaps allergy may play their parts. That focal in- 
fection does play a réle I know, because it has been 
interesting to see how regularly something real in 
the way of an acute infectious process has antedated 
the symptoms of primary stone by something under 
two months. I know the clinical aspect is a poor 
way to present a subject to prove anything, but if 
you seek it, that infectious side is too constantly 
present to overlook, and when we come to the ques- 
tion of prevention, I am certain it is to be eliminated 
as one of the most frequent causes of recurrent 
calculi. 

I was delighted to hear Dr. Deming. I said the 
finer pathology of the renal pelvis has yet to be writ- 
ten. : 
I have been especially interested in Dr. Albright’s 
work, but he answers his own question, for I do not 
mind if the tubules are congested with precipitated 
salts, they must come out from the tubules on the 
papilla, causing trophic changes and further crys- 
taliization. Of course, his picture is on one side 
only, that of calcium phosphate, and it doesn’t en- 
ter into the picture one iota if uric acid calculi are 
present. Being so consistently calcium phosphate, 
it doesn’t even touch the calcium carbonate stones, 
which have run much higher than any other salt 
in our chemical analysis of stone in over 250 cases. 
It apparently doesn’t enter into calcium-magnesium 
phosphate stones or the triple phosphate ones. I 
think the chances are that in the parathyroid pic- 
ture the early lesion is a papillary erosion. You 
must realize that you can have inflammation and 
ulceration without infection. Those pictures I 
showed of our rat experiments in vitamin A defi- 
ciency reveal a clear-cut ulcer but no infection. 

Dr. Cunningham brought out a point I am glad to 
answer. That is, in the prevention of stone in the 
group I have classified as primary. I suggested in the 
paper that they can almost be called prerenal be- 
cause their primary trouble is due to something out- 
side the kidney. Therefore, prevention consists of 
the removal of the stone, and then immediately you 
have to take steps to prevent recurrence, by a close 
analysis of your patient from every one of these 
different angles, focal infections, metabolic studies, 
perhaps allergic reactions, etc. 

Dr. Barney asked for some figures. I can give 
them to him. In twenty-seven cases of renal cal- 
culus found in the kidney pelvis or above the 
ureteropelvic junction, I could class but three of 
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them as primary. I showed you pictures of two of 
them. Twenty-one of these I classed as true second- 
ary renal calculi. They are secondary to the fol- 
lowing causes and associated stasis: four associ- 
ated with supernumerary vessels, three were met- 
abolic, three in unrotated kidneys, two in pyoneph- 
rosis, two with tumor, two with ureteropelvic steno- 
sis, one with ptosis, one in a horseshoe kidney, one 
in a case of transplanted ureter. That leaves three 
unclassified, and they were cases of extremely ad- 
vanced and destructive pathology. The vast major- 
ity of intrapelvic stones are of the secondary variety, 
and that means secondary to something that caused 
urinary stasis. They are strictly analogous to our 
vesical calculi. 

Of thirty-six cases of stone in the ureter, sixteen 
could be easily classed as primary calculi, as defined 
in the paper. The remainder defied classification; 
two were multiple and bilateral, nine were just low 


ureteral stones, passed after cystoscopic manipula- 
tion, and one occurred in a tuberculous kidney. The 
majority do, however, separate themselves fairly 
easily into primary and secondary classifications, 
and I omitted this evidence because I did not think 
it conclusive or necessary. I have tried to take 
the simplest type of uncomplicated case and, by 
analyzing it, to approach a possible explanation and 
cause. It isn’t possible to classify every one. In 
other words, my effort has been to try to simplify 
things all the way along the line, and if (as I be- 
lieve we can) we are able to show the close rela- 
tionship of only the infectious origin of the pri 
mary stones and the obstructive origin of the sec. 
ondary stones, we need only to grasp these two 
hard facts to begin to have a definite program on 
how to prevent, in a large percentage of cases, 
recurrence of renal calculi. 
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THE MANAGEMENT OF FIBROMA OF THE RETROPHARYNX* 


Report of a Case 


BY HOLLIS L. ALBRIGHT, M.D.{ 


ENIGN tumors of the pharynx and_ retro- 
pharynx are rare. Malignant tumors of the 
base of the tongue, naso- and oropharynx are 
far more common. Because of the deep inac- 
eessibility of benign tumors of this region, 
erowth may continue unabated until serious en- 
croachment upon the soft and bony structures 
at the base of the skull oceurs, ending in the 
death of the patient. Such a case, clinically 
diagnosed as a pharyngeal fibroma, was recent- 
ly seen by the authort in which the apparently 
benign growth over a period of years had filled 
the oro- and nasopharynx, caused pressure nec- 
rosis of the antral and orbital walls, with wid- 
ening of the interorbital space and ocular dis- 
tortion. The tumor at autopsy, however, proved 
to be a slowly growing adamantinoma. 

Steadily enlarging discrete tumors arising in 
the deep tissues of the neck are sometimes re- 
garded as malignant growths, irremovable, with 
reliance being placed upon radiotherapy for 
palliation, The following case report is that of 
a patient in whom the possibility of a malig- 
nant growth in this region was considered by 
Dr. George H. Powers of Boston who referred 
the patient to the Clinic for opinion and op- 
eration. (Fig. 1.) 

Cask 49450—1935—S. W., a forty-nine years old 
white unemployed male, was admitted on July 25, 
1935 complaining of a swelling of the upper right 
lateral neck which began seven years ago and was 
steadily increasing in size. The tonsils had been 
removed in 1914. The patient was well until seven 
vears ago when he had an abscessed lower right jaw 
following extraction of two teeth. Swelling of the 
right neck in the submandibular region developed 


at that time and had never disappeared since. To- 

*From the Lahey Clinic, Boston, Mass. 

Institute—Eppendorf Krank- 
enhaus, Hamburg, Germany—January, 1935. 

tAlbright, Hollis L.—Associate, Surgical Staff, New England 
Baptist Hospital. For record and address of author see ‘This 
Week's Issue,’’ page 266. 


gether with the steady increase in size of the growth, 
there was progressive difficulty in swallowing, plus 
loss of appetite and loss of fifteen pounds during 
the past year. Speech became slurred and _ indis- 


FIG. 1. 


tinct, the voice became lowered in pitch and respira- 
tion audible. There was increasing general weak- 
ness. 

Examination revealed a 119 lb. lean, sallow male 
who showed evidence of considerable loss of weight. 
General examination was otherwise negative. There 
were no moles or pigmentation of the von Reckling- 
hausen type. In the upper right cervical region 
there was visible change in the contour of the neck 
due to protrusion of a rounded, smooth, firm swell- 
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ing 8 cm. in diameter. There was displacement 
of the larynx to the left. When the patient swal- 
lowed, the tumor was seen to be pushed forcibly 
from its deep retrolaryngeal position so as to cause 
markedly increased irregularity in the contour of 
the lateral neck. The tumor disappeared beneath 
the carotid vessels with displacement of the latter 
outward and posteriorly. 


@ Normal Position 


‘ 


‘ 
 Gaaging b. 
Position 


FIG. 2. 


Intra-oral examination showed marked protrusion 
of the tumor into the right posterior and lateral 
pharynx, with intact pharyngeal mucosa. It filled 
two thirds of the pharyngeal cavity with displace- 
ment of the uvula upwards and to the left. The 
tumor extended from the base of the tongue to above 
the soft palate and overhung the larynx with dis- 


placement of the latter to the left. (Fig. 2.) 
Laboratory studies were essentially negative. The 
bleeding and clotting times were normal. The blood 


Hinton was negative. A diagnosis of evidently be- 


nign retropharyngeal fibroma of probable salivary 
(Fig. 3.) 


gland origin was made. 


Operation—July 27, 1935 by Dr. Frank H. Lahey. 
An oblique linear incision was made along the an- 
terior border of the right sternomastoid muscle, 
which was freed and retracted posteriorly. The 
spinal accessory nerve was preserved intact, after 
which the posterior belly of the digastric muscle, 
and the hypoglossal nerve were brought into view. 


The digastric muscle was then divided at its ten- 
dinous attachment to the hyoid bone and the pos- 
terior belly was reflected superoposteriorly, thereby 
exposing the presenting surface of the tumor. The 
carotid vessels were dissected free and retracted 


Yj 


FIG. 5. 


laterally.. The mass was well encapsulated and was 
delivered by digital separation of the planes of 
cleavage. It was necessary to divide the superior 
thyroid artery. The tumor was removed with its 
capsule intact. No attachment to nerve fibres or 


trunks could be made out. A gauze drain was placed 
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in the tumor bed and brought out through the cen- 
tral portion of the wound. The incision was then 
closed with a layer of subcutaneous sutures of plain 
catgut and Michel clips in the skin. 


Pathologic description by Dr. Shields Warren: 
The specimen consists of an ovoid mass of tissue, 
weighing 85 grams, measuring 9 x 4.5 x 4.5 cm. It 
is completely encapsulated and the surface is smooth. 
Cut section reveals a rim of yellowish gray, slightly 
translucent tissue from 5 to 10 mm. and thick sur- 
rounding ragged cystic tissue traversed by fibrous 
strands, many of which contain clotted blood. 

Microscopically the tumor is surrounded by a 
definite fibrous capsule. Peripherally, there are rows 
of fibroblasts with parallel orientation and marked 
palisading of the nuclei. Collagen is present in large 
amounts and is fairly dense. More centrally the 
tissue becomes edematous and is made up of almost 
acellular collagen with dilated blood vessels and 
some perivascular tumor cell clusters. The neo- 
plastic fibroblasts are uniform in size, well differen- 
tiated and no mitoses are seen. There are broad 
regions of hemorrhage often with peripheral hemo- 
siderin deposits. The blood vessels are thin walled. 
The most characteristic features of the tumor are 
the well-defined strands of somewhat elongated fibro- 
blasts with prominent palisading of the nuclei. Diag- 
nosis: Fibroma probably of perineural origin. 


On the first postoperative day, the patient had 
a transient spell of acute dyspnea, choking and cyan- 
osis which lasted fifteen minutes. However, with 
loosening of dressing and bringing the patient up 
into sitting position his condition became immedi- 
ately better and his convalescence henceforth was 


excellent. The drain was loosened on the third and 
removed on the fourth day. At the time of the 
patient’s discharge from the hospital on the eighth 
day, the wound was well healed except for the small 
draining sinus. After the fourth day, there was 
noticeable improvement in the voice, with less slur- 
ee. of speech, and the patient could eat a normal 
meal. 

He was seen one month after operation. There 
was slight drainage from the healing sinus, which 
had decreased considerably in size. His condition 
was much improved. He had gained weight, and 
speech and deglutition were normal. (Fig. 6.) 


FIG. 6. 


At the end of two months (September 20, 1935) 


he had gained twenty-seven pounds, felt well and was 
restored to his normal activities. 


IONIZATION IN THE TREATMENT OF HAY FEVER 
AND ALLIED CONDITIONS* 


BY SAMUEL W. GARFIN, M.D.,t AND SAMUEL M. PEARL, M.D.t 


INTRODUCTION 


HE use of the galvanic current in the treat- 

ment of various nasal affections has been 
known to medicine for many years. St. Clair 
Thomson! mentions this as a means of treating 
‘nasal hydrorrhea,’’ the source of his informa- 
tion being an article published by Creswell 
Baber in 1898. 

Tonization, using zine solutions, has also been 
widely employed in various affections of the 
nasal cavities. Norrie? has employed this method 
of treatment for the reduction of large inferior 
turbinates and reports good results with it. 
Fox® used it in the postoperative treatment of 
maxillary sinusitis and Hollender and Cottle* 
for chronic rhinitis. Harris*, Feldman‘, Gale’, 
MeCoy*, Sputh® and many others have employed 
zine ionization in many rhinologie conditions 
and report successful results. | 

Intranasal zine ionization for the treatment 
of hay fever and its allied conditions is of more 
recent date. Hollender’® has administered more 


*From the Department of Immunology and the Department 
of Laryngology of the Boston City Hospital. 

+Garfin, Samuel W.—Assistant Surgeon, Aural Service, Boston 
City Hospita!. Pearl, Samuel M.—Physician for Immunology, 
Boston City Hospital. For records and addresses of authors 
see ‘‘This Week's Issue,’’ page 266. 


than 1000 ionization treatments during the past 
ten years for various rhinologie conditions and 
more recently has utilized this method extensive- 
ly for seasonal and perennial hay fever. Démé- 
triades'! and Franklin’? report favorable results 
in the treatment of vasomotor and hay fever 
conditions. Of more recent date, encouraging 
results are reported by Warwick’, Alden", 
Hays’, Haseltine’®*, Tobey’ and others. 
Tonization: 

There are three principal actions of electricity 
on conductors, mainly, chemical, thermal and 
electromagnetic. Chemical action is mainly pro- 
duced by direct currents. When a galvanie (di- 
rect) current is applied to an electrolytic solu- 
tion, this latter is split or dissociated into its 
component atoms, and negative and positive ions 
are liberated. This chemical process of dissoci- 
ation is known as ionization'®’. The transmission 
of these chemical ions into the tissues by means 
of an electric current is known as ‘‘Phoresis’’. 
The process is really Iontophoresis and not 
Tonization. 


Historical: 
Iontophoresis or Ionization was first intro- 


duced about the beginning of the century. and 
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at that time had many enthusiastic followers. 
Leduec’’, the chief originator of ionic medica- 
tion, maintained that its chief advantage was 
that it enabled the introduction of drugs in 
any quantity and at the exact point required. 
He proved by classical experiments that the 
effect was actually due to the flow of current 
and not to simple absorption by the skin from 
the wet pad soaked in the drug. <A pad of gauze 
moistened with a solution of strychnine sul- 
phate was applied to the internal surface of 
a rabbit’s ear and held down by a small metal 
plate. Even if the pad was thus left in contact 
for a long time, nothing happened. If, how- 
ever, the pad was made part of a galvanic cir- 
cuit and connected to the positive pole while 
an indifferent pad electrode moistened with 
water or salt solution placed against any other 
part of the rabbit’s body was connected to the 
negative pole, upon starting the current flow 
in a few minutes the rabbit was seized with 
convulsions and died with the symptoms of 
strychnine poisoning. 

More recent investigations have also estab- 
lished that the moment a medicinal ion enters 
the body, it is almost immediately deprived of 
its charge by the electrolyte of the body fluids, 
the blood stream and lymph. Everything points 
to the fact that ions from the outside cannot 
be introduced into any but the most superficial 
tissues, and beneficial results in lesions of deep- 
er structures when ionic medication is employed 
are simply due to the passage of the galvanic 
current itself and not to any medicinal solution 
in which the electrodes are soaked. 


Method of Procedure: 


The treatment consists in thoroughly anes- 
thetizing the entire nasal cavity; following this 
the nasal chambers are again packed with cot- 
ton strips saturated with a metallic solution. 
This consists of one per cent zine, tin, and ecad- 
mium chloride in glycerine. <A bare copper 
wire varying in gauge from 12-18 is placed in 
the packing in such a manner as to avoid direct 
contact with the nasal mucosa. This acts as 
the anode or positive pole and both sides of 
the nose are treated simultaneously. The cathode 
or negative contact consists of a pad soaked 
in saline solution and brought in contact with 
the patient’s palm. The galvanic current is 
gradually turned on until the ammeter regis- 
ters about 10 milliamperes and the treatment is 
continued for about fifteen minutes. In our ex- 
perience the average was 12 ma. for twelve min- 
utes giving about 150 milliampere minutes. 
However, no hard and fast rule can be applied 
as the amount of dosage in each ease, as this is 
a matter of experience which is acquired by 
practice. It is important to bear in mind that 
excessive current and prolonged time period 
may result in coagulation of the tissues which 
must be avoided. 


The discomfort during the treatment is 


slight. There is profuse salivation, the patient 
experiences a metallic taste and at times feels 
a tingling sensation in the nose and about the 
upper incisor teeth and roof of the mouth. 


The Reaction: 


When the packs are removed the nasal mucosa 
is covered with a greyish film which cannot be 
removed by rubbing. The reaction begins with- 
in a few hours following the treatment and 
reaches its height within eight hours. The tur- 
binates and the other parts of the nasal mucosa 
become swollen and breathing becomes impaired. 
The patient complains of nasal obstruction, of 
varying amounts of pain about the nose and 
face with headache. The reaction varies in dif- 
ferent individuals and is in proportion to the 
intensity of the treatment. On the second day 
following the treatment the pain subsides; the 
nose, however, is still obstructed. Most of the 
patients are now able to resume their usual oe- 
cupations. At this time, too, a gelatinous mem- 
brane forms within the nose about the turbin- 
ates, the septum and floor of the nose. This 
the patient is able to expel on the third day fol- 
lowing the treatment. In some cases this was 
removed in order to facilitate nasal breathing. 
By the end of the third or fourth day, the nose 
is usually free of membrane, the turbinates 
have decreased in size and the mucosa gener- 
ally appears moderately reddened, with slight 
crusting. In most eases, as will be detailed 
below, the patient is relieved of his symp- 
toms. At the end of six days rhinoscopy reveals 
a comparatively normal appearance of the nose. 

The theory of this treatment is that when a 
metallic solution is brought in contact with the 
nasal mucous membrane, precipitation of the 
proteins of the superficial cells takes place, but 
when a mild current is passed through the tis- 
sues the metallic ions penetrate more deeply and 
precipitate more of the proteins of the cells. 

It is our opinion that this change which 
takes place in the nasal mucous membrane as a 
result of the reaction to ionization, renders the 
nasal mucosa less sensitive to external causative 
agents whatever they may be. Following the 
theory of Coca®® that the nose (nasal mucous 
membrane) being the shock organ which initi- 
ates the attacks, the treatment alters the nasal 
mucosa in such a way as to make it ‘‘shock - 
proof’’. 

The total number of patients treated was 
sixty-eight who received about 100 ionization 
treatments and included the following: 


1. Vasomotor rhinitis 25 
( - with hay fever 5 
(b) “ asthma 5 
2. Hay fever 
(a) Early (spring) 7 
(b) Late (summer) 6 15 
(c) Early and late 2 
3. Hay fever with asthma 13 


4. Asthma 7 
(a) Pollen 5 
(b) Bronchial 2 
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Before treatment was begun, the patients 
were examined in the department of allergy 
either by Dr. Sanborn or Dr. Pearl and treat- 
ment of these patients was undertaken after 
consultation with the department of allergy. 
In many eases, especially those which did not 
respond to the immunization or who presented 
themselves too late for injections, ionization 
was undertaken at the request of Dr. Sanborn 
or Dr. Pearl. 

Among the patients with vasomotor rhinitis, 
there were a number who had various degrees 
of infection, one, Case 44, had a pansinusitis 
of extreme degree. One patient, Case 17, had 
bronchial! asthma and another, Case 7, gave pos- 
itive tests to animal emanations. (See table.) 

In a number of patients the clinical findings 
were at variance with the symptoms. The pa- 
tient would complain bitterly of severe sneez- 
ing attacks, obstructed nose and copious watery 
discharge, yet clinical examination very often 
failed to show the typical vasomotor appear- 
ance one would expect. Treatment in a number 
of these cases was undertaken very reluctantly 
and it is most gratifying to report that the 
greater number of these patients were entirely 
relieved of their symptoms. 


Results of Treatment: 


There were thirty-five cases of vasomotor 
rhinitis, five of which suffered in addition from 
late hay fever; five from asthma, and one from 
tree pollen fever. A number of the vasomotor 
patients also had purulent rhinitis, but the 
sinuses were negative by Roentgen examination. 
Of the straight vasomotor cases, all but two, 
Cases 2 and 45, were entirely relieved of their 
symptoms. The majority received only one treat- 
ment. Those who were not relieved received two 
comparatively intensive treatments. The most 
striking results were obtained in Cases 3, 23, 27, 
37 and 48. Case 3 is a boy of ten years with 
extreme vasomotor symptoms in addition to a 
marked purulent rhinitis. He was referred to 
the hospital by a very competent rhinologist 
with a diagnosis of chronic bilateral ethmoiditis, 
and an operation was requested. The x-ray of 
the sinuses did not show sinusitis. He was 
treated for three vears with vaccines and pol- 
lens with very little relief, and at the sugges- 
tion of Dr. Pearl, received one ionization treat- 
ment. The patient went through the usual reac- 
tion and, when he returned one week later, was 
entirely free of symptoms and_ rhinoscopy 
showed a normal appearance of the nose. To 
date of writing, three and a half months since 
the ionization, the patient is entirely free of 
symptoms and shows marked improvement in 
eeneral health. 

Of the five patients who had vasomotor rhini- 
tis and hay fever, four were entirely relieved, 
one obtained about fifty per cent relief. These 


patients were treated at the time their hay fe- 
ver symptoms were most active. 

Of the four patients with vasomotor rhinitis 
and asthma, all were relieved of their nasal 
symptoms. In two of these, Cases 17 and 63, 
the asthma has been markedly improved, the 
time elapsed since treatment being three and 
four and a half months respectively. In one 
patient, Case 44, an extremely severe case of 
vasomotor rhinitis, asthma and pansinusitis, a 
marked improvement was obtained in the nasal 
symptoms and the asthma. One patient, Case 
43, is entirely free of both vasomotor and 
asthma symptoms, but only a short time has 
elapsed since the ionization and it is, therefore, 
too early to evaluate these cases. 


All the earlv hay fever patients were treated 
during the active stage and received one treat- 
ment. They were all completely relieved of 
their symptoms and remained symptom free 
during the season. The late hay fever patients 
uncomplicated by asthma, were also entirely re- 
lieved by one treatment. One patient, Case 55, 
obtained fifty per cent relief. There were thir- 
teen patients who in addition to hay fever. had 
asthma. All of these patients were relieved of 
their hay fever symptoms and in most instanees 
obtained partial or complete relief from the 
asthma. Case 18 was completely relieved of 
hay fever, but the asthma was not materially 
influenced. 

The relief of symptoms in asthma, in the ma- 
jority of patients, began in seven to ten days 
following treatment. In some patients, how- 
ever, the asthma was relieved as promptly as 
were the hay fever symptoms. 

There were seven patients with asthma not 
complicated by hay fever. Two of these were 
not relieved at all, two (with pollen asthma) 
were markedly relieved and became almost free 
of symptoms. To date of writing, however, only 
a month has elapsed since treatment; two pa- 
tients with bronchial asthma remain entirely 
free of symptoms to date, about one month fol- 
lowing treatment. 

It is our opinion that the best results can 
be obtained only by the codperaiion of the aller- 
gist and rhinologist. An effort should be made 
by the allergist to establish the cause of the 
patient’s condition and eliminate it if possible. 

CONCLUSIONS 
1. This is a preliminary report of six months’ 
experience in the treatment by ionization of 
sixty-eight cases of hay fever (100 ionization 
treatments), vasomotor rhinitis and asthma. 
2. The immediate and complete relief from 
symptoms is most remarkable in vasomotor 
rhinitis and hay fever treated during the 
active stage of the disease. Only two pa- 
tients out of thirty-five vasomotor cases failed 

to obtain immediate relief. 
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3. In twenty asthma patients, both with and 
without hay fever or vasomotor rhinitis, no 
relief was obtained in two; eighteen were 
relieved from 50 to 100 per cent. The 
asthma patients with nasal symptoms were 
practically entirely relieved of their nasal 
symptoms. 

4. The change in the turbinates and the rest 
of the nasal mucosa to a healthy appearance 
within a period of four to six days is in most 
striking contrast to the previous sickly, pale, 
boggy, edematous and water-logged condi- 
tion. 


5. No ill effects have been observed in any of 
the cases. 


6. This being a preliminary report, the per- 
manency of this relief cannot as yet be 
evaluated. 


We wish to express our sincere gratitude to Dr. 
George P. Sanborn, the chief of the department of 
immunology, and to Dr. Louis M. Freedman, chief 
of the oral service at the Boston City Hospital, for 
their many helpful suggestions in the preparation 
of this work. 
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WHY PEOPLE COMMIT CRIME AND HOW 
TO MEET THE PROBLEM* 


BY AMOS OSBORNE 


Dr. Gay and Members of the 


INE is not a paper. It is not very scien- 

tific. According to your program, I was 

asked to speak on ‘‘Why People Commit Crime 
and How to Meet the Problem.’’ 

Sometimes, I wonder why I should be in- 
vited to speak on crime by the profession. I 
remember some years ago discussing this sub- 
ject before the Medical Jurisprudence Society 
of New York and the Manhattan Medical So- 
ciety. At the conclusion of what I had ‘to say, 
a doctor came to me and complimented me on 
my address and said, ‘‘I hope‘that I shall never 
meet you up the River.’’ I said I hoped I 
wouldn’t meet him. Some two or three ‘years 
later, I was examining the new men at Sing 
Sing, and as I was examining one-of them, this 
chap said to me, ‘‘Do you remember me, Doc- 
tor?’’ TI said, ‘‘No, I do not.’’: He said, ** Do 
you remember speaking before the Academy 
of Medicine in New York, and somebody came 
up to speak to you and said, ‘‘I hope that I shall 


Profession: 


*Read at the meeting of the Massachusetts Medico-Legal 
Society, February 6, 1935. 

*Squire, Amos O.—Chief Medical Examiner, Westchester 
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never meet you up the River?’’ [ said, ‘*T think 
that did happen.’’ And he said, ‘‘t am the 
doctor who made that remark.”’ 

The only thing I can say to you is that I 
think you are on thin ice, but of course that 
doesn’t apply to Dr. Gay. 

| have been Medical Examiner of Westches- 
ter County for ten vears, and have been con- 
nected with Sing Sing Prison since 1900. I 
am now Consultant at Sine Sing. But, during 
those years, I came in contact with and exam- 
ined probably some: 30,000 inmates. Taking a 
history of these men, naturally, [ made some 
observations on the criminal situation, and I 
know that there is no group:of people to whom 
| would rather talk more than [| would to a 
eroup of medico-legal minds. 

We should be interested in crime first, be- 
cause it is costing so much money. | don’t know 
whether vou read Senator Copeland’s statement, 
when he was Chairman of the Crime Commis- 
sion of the Senate, but during the investiga- 
tion, it was brought out that crime is costing 
$13,000,000,000 a vear in the United States. It 
is rather difficult for us, as medical men, to con- 
ceive of what a billion dollars is, but I have 
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Duration 
of 
Disease 


Previous 
Treatment 


3 yrs. 
2 yrs. 
3 yrs. 
3 
7 yrs. 
5 yrs. 
4 yrs. 
lst season 


3 yrs. Had asth. 


2 yrs. 


Duration 
of 
Disease 


Vasomotor tree poll. 
Vasomotor 

Vasomotor and infect. 
Tree poll. hay fever 


Vasomotor at var. with clin. exam. 


Vasomotor 

Vasomotor animal eman. 
Early hay fever 

Early hay fever 


Vasomotor with infec., severe case 


Vasomotor 

Early hay fever 
Vasomotor 

Vasomotor 

Vasomotor 

Vasomotor 

Vaso. with bronch. as. 


Combined H. F. and asthma 


Vasomotor 
Vasomotor and H. F. 


Hay fever early and late 


Vasomotor 


Vasomotor with infection 


H. F. with vasomotor 


Vasomotor phenomena spasm 


Vasomotor 
Vasomotor with deaf. 


‘Combined H. F. 


Vasomotor 
Comb. H. F. and asthma 
Very early H. F. 


H. F. asth. early and late 


Hay fever early 
Vasomotor 


H. F. and ast. (P. A.) reg. 


H. F. RW asthma 
Vasomotor 


RW H. F. and pollen asth. 


H. F. and asth. RW 
Bronch. asthma 


Hay fever RW and asthma 


Severe vasomotor 
Vasomotor with asth. 


Vasomotor asthma, pansinusitis 


Vasomotor 


Vasomotor rhinitis, H. F. and asth. 


Hay fever and asthma 
Hay fever and asthma 
Vasomotor 

Vasomotor with poly. 
Vasomotor comb. H. F. 
Bronch. asthma 

H. F. RW 

Vasomotor with H. F. 
Hay fever RW 

Pollen asthma 

Pollen asthma 

Pollen asthma 


Type 


Auto vace. tree poll. 
None 


Auto stock and poll. 3 yrs. 


Poll. vace. 2 yrs. 

2 nas. op. vaccines 
None 

Vaccine 

None 

Pollen 

Sprays 

Poll. and vaccines 
Pollen 

None 

Poll. skin tests vaccine 
Poll. test vaccines 
None 

Vaccine 

Pollens and vacc. 
Vaccines and poll. 
Pollens 

Sprays 

None 

Sprays, vaccine 
Sprays 

Vaccine 

Vaccine animal ex. 
Nas. and sin. operations 
Pollens 

None 

Pollens and vaccines 
Tree and gran. pollen 
Vaccines, pollens 
Pollens 

Nasal drops 

Vaccine and pollen 
Spt. op. pollens 
Pollens adren. vacc. 
Pollens 

Pollen 

Vacc. poll. anim. ex. 


Vaccine, sprays 


Oper. vaccine pollens 
Pollens 
Sprays 


one 

Pollens inject. 
Sprays 

Operation and sprays 


Operation and vace. and pollens 


Pollen inject. 


Sprays 
Sprays 
Pollen inject. 
None 
Previous 
Treatment 


Entirely free of symptoms. 

Not improved. 

Free of symp., infec. cleared up. Nose nor. 
Entirely free of symptoms 
Entirely free of symptoms 
Entirely free of symptoms. 

Entirely free of symptoms. 

Entirely free of symptoms. 

Very good. Entirely free of symptoms: 

Sl. blocking of nose, otherwise symptoms free. 
Entirely free of symptoms. 
Entirely free of symptoms. 
Entirely free of symptoms. 
Entirely free of symptoms. 
6 Mos, preg. at time of ex. 
Entirely free of symptoms. 
Prac. free of Vm. symp. Asthma better (B. A.). 
Does not sneeze but has asthma. 

Free of all symptoms. 

Entirely free of symp., nose normal. 

Entirely well. Gained 5 lbs. in 1 mo. 
Free of symptoms. 
Free of symptoms. 
Entirely free of symptoms. 
Entirely free of symptoms. 
Entirely free of symptoms. 
Free symptoms. 
Free of symptoms, 

Colored. F. U. incomplete. 

Free of all symptoms. 

Entirely free of symptoms. 

Free from nasal symptoms, mild asthma. 
Entirely free of symptoms. 

F. U. incomplete. 

Free of nasal symptoms. 
Nose looks norm. Prac. free of symptoms. 
Excellent preg., 5 mos., nose norm., no symptoms. | 
Free of all symptoms. 

F. U. incomplete. 

Entirely free of symptoms. 
Entirely free of symptoms. 
Entirely free of symptoms. 
Entirely free of symptoms. 
Improvement in V. M. and asthma. Sinus same. 
No improvement. 

Entirely free of symptoms. 

F. U. incomplete. 

Free of symptoms. 

Free of symptoms. 


Symp. free. 


Markedly improved. 

No improvement. 

Markedly improved. 

Entirely free of symptoms. 

Entirely free of symptoms. 

Not improved, 

Markedly improved, prac. free of symptoms. 
Marked improvement, symp. free. 


Sl. sneeze 10 wks. aft. 
Entirely free of symptoms. 


Bad case infection. 


Asthma imp. markedly. 


‘until 9/15, now sl. sneeze. 


Now well. 


bo 


= 


4 or 5 years 


15 yrs. 
10 yrs. 
15 yrs. 
2 yrs. 
3 yrs. 


7 yrs. 
4 yrs. 
3 yrs. 


Vasomotor with H. F. 
Vasomotor 

Hay fever 

Vasomotor and asthma 
H. F. RW 

H. F. and asthma 
Early H. F. 

H. F. asthma 

RW H. F. asthma 
Vasomotor 


None 
Sprays 


Inject. sprays 
Sprays 
Sprays 


Operation vacc. 
Inject. 
Sprays 


bo 


Entirely free of symptoms. 


Symp. free. 
Symp. free. 


Entirely free of nasal symp. 
Free of symp. 
Free of H. F. symp. Has some asthma. 


Entirely free of symptoms. 


Marked improvement of asthma symptoms. 


Entirely free of nasal symp. Asthma marked improvement. 


Free of symp. 


No. Hosp. Sex Age Type P| Nos. Immed. Time Result 
Record of Reac. Elap. 
Number Treat. Since 
(Ion) Treat. 
66 Marked 12 wks. 
10 sss Mod. 14 wks. 
40 Mod. 4 mos. 
ee Mod. 6 mos. 
32 Mod. 6 mos. 
51 Marked 4 mos. 
33 Mod. 5 mos. 
30 3 yrs. Marked 4 mos. 
1 45 1 yr. ee Marked 4 mos. 
1 34 3 yrs. Marked 4 mos. 
1 48 Many yrs. Mod. 4 mos. 
19 3 yrs. Mod. 44 mos. 
49 Not stated Mod. 4 mos. 
25 1 yr. Mod. 6 mos. 
17 2 yrs. Slight 534 mos. 
60 1 yr. Marked 3 mos. 
18 3 yrs. ee Marked 13 mos, 
15 3 yrs. pe Fair 5 wks. 
18 1 yr. Marked 2 mos. 
45 10 yrs. ee Marked 2 mos. 1. 
23 1 yr. fe Fair 1 mo. 
26 20 yrs. ee Fair 6 wks. 
22 3 mos. ee Mod. 3 mos. 
19 2 yrs. ee ; Fair 6 wks. 
45 14 yrs. pe Marked 1 mo. 
37 12 yrs. Marked 14 mos. 
14 3 yrs. po Marked 5 wks. 
13 1 yr. Mod. 10 wks. 
52 Many yrs. ae Mod. 2 mos. 
16 7 yrs. Mod. 9 wks. 
14 8 yrs. Cee Marked 5 wks. 
36 3 yrs. pe Mod. 4 mos. 
‘ 13 1 yr. Marked 4 mos. 
‘ 48 9 yrs. ee Marked 1 mo. 
50 2 yrs. pe Marked 5 wks. 
28 12-14 yrs. Marked 7 wks. 
é 38 3 yrs. Pr Mod. 1 mo. 
39 5 yrs. Marked 2 wks. 
18 9 yrs. ee Marked 33 wks. 
35 13 yrs. Marked 34 wks. 
32 4 yrs. Marked 2 wks. 
21 4 yrs. ee Mod. 3% mos. 
4 yrs. fF Marked 
64 8 mos. ee ; Marked 2 mos. 
39 5 yrs. Mod. 
44 24 yrs. Mod. 1 wk. 
30 4 yrs. Mod. 6 mos. 
35 Many yrs. Mod. 34 mos. 
37 5 or 6 yrs. Mod. 34 mos. 
40 15 yrs. ee Mod. 4 mos. 
36 Many yrs. | rll Mod. 7 wks. 
173. Mod. 6 wks. 
155 yrs. Mod. 6 wks. 
33 Mod. 
5 Marked 1 mo. 
8 | Mod. 3 wks. 
Pri- mm Age Immed. Time Result 
vate Reac. Elap. 
No. Treat. Since 
Treat. 
59 — Mod. 2 wks. ee 
60 43 a Mod. 2 wks. 
61 D5 Mod. 2 wks. P| 
63 a Fair 2 wks. 
65 
Marked 
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been told that a billion dollars would be the re- 
sult of counting a dollar every second from the 
time a man is born until he got to be thirty-three 
years of age. 

We, as medical men, are interested in crime, 
then, because we are paying for it. 

We are also interested in it because so many 
people commit crime. Today, we have approxi- 
mately 117,000 prisoners and 200,000 in our 
reformatories. William J. Burns, just prior to 
his death, told me that he presumed, after mak- 
ing a study, that not over ten per cent of the 
people who commit crime are ever apprehended 
or punished. 

We have a large group of antisocial people 
in our country. I have thought for some years 
past that the reason there is more crime than 
ever before is due to the fact that there is too 
much disrespect for the law and disrespect for 
the lawmakers, because, as a country, we are a 
great manufacturer of laws. We have, in this 
country, over two million laws and ordinances. 
We manufacture them at the rate of one hun- 
dred thousand a year. Almost everybody who 
is selected by the City Government or the State 
or the County or the Federal Legislature thinks 
that his reputation is dependent upon the num- 
ber of laws suggested during his tenure of of- 
fice. I remember attending a prison conference 
where one thousand penologists were present 
from all over North America for a week. A 
State Senator spoke at the meeting. He said 
that he had been a Senator for ten years, and 
that he had one plank in his platform, to vote 
against every law suggested, and he expected to 
remain a Senator as long as he lived. When he 
got through, I went over and shook his hand, 
and, by the way, he was from Massachusetts and 
said, ‘‘Old Man, if I ever move over into Mass- 
achusetts, I will move into your district.’’ 

The reason there is disrespect for the law is 
because laws have been enacted that are never 
intended to be enforced, or else we have had 
antiquated laws to which nobody pays any at- 
tention. 

I went down to Pinehurst last spring with my 
family. On the way down, we thought we would 
go to Virginia Beach, so we had to go to Nor- 
folk, and we decided to stay there all night. On 
the way through the city, I was stopped twice 
by two different policemen, telling me that I 
had broken the traffic ordinances of Norfolk. I 
apologized, saying that I was trying to obey, 
but explaining that the laws that I had dis- 
obeyed were not in vogue where I came from. 
After dinner at the hotel, I sat in the lounge, 
alongside of a gentleman and we engaged in 
conversation. I said to him, ‘‘Where do you 
live?’’ He said, ‘‘In Norfolk.’’ I said, ‘‘You 
have an interesting city, a fine city. But you 
know, coming to this hotel tonight, I was stopped 
twice by the officers, telling me that I had 
‘broken ordinances.’’ He laughed and said, 


‘‘Don’t worry. We have one hundred and sixty- 
seven ordinances for crossing the street.’’ 

And so it is that we have in this country 
of ours more laws than the combined laws of 
any five countries of Europe. The late Chief 
Justice Taft of the Supreme Court, and also 
the present Chief Justice Hughes, have repeated- 
ly stated before Bar Associations, in discussing 
the criminal situation with the lawyers, that the 
great number of laws is one of the reasons why 
we have so much crime, because we have de- 
veloped a disrespect for law. 

I have never agreed with the Lombroso theme 
that those who commit crime appear different 
from the rest of us. In other words, after thir- 
ty-five years’ experience, I never felt as though 
I could go down Broadway and pick out a crim- 
inal. They look and talk just as you and I do. 
Lombroso stated that people who committed 
crime, particularly the psychopathic, had reced- 
ing foreheads, big ears, high cheek bones, coarse, 
dark hair, and sometimes the murderers had a 
twitching of their mouths to one side. 

I have felt for sometime past that probably 
the increase in crime, and one of the causes of 
crime, has been the moving picture. I have been 
impressed for years that the showing on the 
screen of the taking of human life and showing 
homicide to be of no particular value, cannot 
help but impress some children, particularly, 
that life is not so valuable as you and I hold 
it to be. This was brought out particularly at 
the murder trial of two-gun Crowley at which 
I testified recently. This poor boy, with another 
boy, had committed murder of a girl by the 
name of Brennan, who came from a Maine city 
and who was tired of the quiet of her town and 
wanted to go where there was more life. She 
landed in New York in a speak-easy and hired 
herself out as a hostess, in one of those places 
where you pay ten cents for the purpose of 
dancing with some person you have never seen 
before. Coming up from New York one night, 
Crowley was driving the car and Dirwinger was 
in the back seat; apparently without any rea- 
son, Dirwinger killed the girl in the back seat. 
They didn’t know what to do with the body un- 
til they come to my county, and there they threw 
the body over the wall in Yonkers. I was noti- 
fied and performed an autopsy on the deceased. 
And, of course, it is assumed that a crime is 
committed where the deceased is found. Later, 
it was discovered that the crime was committed 
in the Bronx, so we tried him in the Bronx. 
But the point I want to make is this. I was 
subpoenaed and appeared at the trial because 
I had autopsied the deceased. I was waiting to 
be called, and before I was called, there was a 
recess of five minutes. In walked a little fifteen- 
year old high school boy. On one side of him 
was his counsel, appointed by the Court. They 
were coming up before the Bar to discuss with 
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the Supreme Court Justice whether this fifteen- 
year old boy was to be tried in the Supreme 
Court or in the Children’s Court, because of his 
age. We have a law in New York State, particu- 
larly applying outside of New York City, where 
delinquents under sixteen should be tried in the 
Children’s Court. The Judge, looking down on 
this little boy, said to him, ‘‘ How is it, son, that 
you could have been accused of a crime, at your 
age?’’ And the little lad promptly said, ‘*‘ Your 
Honor, I saw it in the movies.’’ This little 
lad, with another group, had gone to a delicates- 
sen store and had held up the man in his place 
of business. I can picture the delicatessen man, 
seeing a group of children, playing with them, 
failing to hold up his hands, and this little boy 
shooting him. 

I am a firm believer that moving picture pro- 
ducers and managers of moving picture houses 
owe a duty to society to produce clean, whole- 
some moving pictures. 

I remember the night we were to electrocute 
the Diamond brothers and one other. I felt 
kindly toward one of the Diamond brothers, 
the younger of the two. It so distressed me 
that I took a walk up Broadway, and thought 
I would go to a moving picture in order to 
divert my mind before the duty which I had 
to perform later in the evening. Finally, I did 
go to a moving picture house, and in the first 
thirty minutes, they killed seven on the screen, 
just the thing I was trying to avoid. It so an- 
noyed me that I had to get up and go out and 
wait around until it was time to take the train 
back to the prison. 

I am a firm believer that the motion pictures 
have played a big part in our present criminal 
situation. 

Of course, there is no doubt in the minds of 
those who have studied the criminal situation 
that environment is probably the greatest sin- 
gle agency which produces it. Those of us 
who come from large cities, like Boston and New 
York, realize that there are certain situations 
and there are certain sections of our cities where 
children are playing on the highways and the 
streets. I remember attending a conference with 
Warden Lawes and Father Cashman. We went 
down in the lower east side of New York, and 
we saw thousands of boys and girls playing 
games of chance, using profane language. 
Father Cashman turned to me and said, ‘‘Isn’t 
it strange that we don’t have more criminals 
when we realize their environment ?’’ 

Some years ago, I used to receive letters from 
mothers all over the country, wondering what 
the prospects were of their little boys becom- 
ing criminals because they were left-handed. 
They had read this in a magazine somewhere, 
probably. One woman wrote me that she was 
very much perturbed about her six-year old 
boy, who was left-handed. I was glad to answer 


letters like that, because I could reply and tell 
them that the person answering the letter was 
left-handed, and so were my father and my 
brother, and, although I had been in prison for 
twenty-five to thirty years, I had been there 
through choice. I went down to the Library 
in New York about this, and I wasn’t able to 
find anything on it either there or at the Acad- 
emy of Medicine. And so I began to gather sta- 
tistics. Out of the next five thousand men who 
eame to Sing Sing, I found that ninety-six per: 
cent were right-handed and the balance left- 
handed, which would probably be the percent-. 
age you would have of the group here. 

We have been very much depressed over the 
increase in drug addicts as a source of our 
crime situation. Prior to 1919, and that is 
rather strange because prohibition was to go 
into effect that year, but I can’t find any con- 
nection between that and drug addiction, for- 
a period of six years, our average admission to. 
Sing Sing Prison, as far as the drug problem 
was concerned, was thirteen a year. So when 
I tell you that thirteen out of fifteen hundred 
new men coming to us in one year were drug: 
addicts, you will say that that isn’t much of a 
problem. In 1917, there were four. In 1920: 
the number had increased one hundred per: 
cent. In 1921 it had increased five hundred 
per cent over the average. In 1922, it increased 
nine hundred per cent. Now, as a country, we 
used more dope per 100,000 than any other 
country in the world. We exceeded China. 

I appeared before the Foreign Relations 
Committee in Congress on a resolution pre- 
sented and signed by the President, asking 
the foreign countries to grow fewer poppies, in 
the hopes that there would be less drug addicts 
in this gountry. It is presumed that there are 
approximately 2,000 tons of opium produced 
in the world each year. We are reliably in- 
formed that the scientific and medicinal needs 
do not exceed seventy-five tons. So we have 
the difference between these amounts, which 
difference has a relation to the problem of 
those people. Congressman Porter went to 
Geneva and sat in with the League of Nations 
Division, trying to persuade Great Britain, 
Serbia, Turkey and other countries to raise 
fewer poppies. After remaining five months, he 
reported back to the President that these coun- 
tries refused to grow less because they were 
receiving a revenue from its growth and sale. 
The next year, I was privileged to appear be- 
fore Congress on a bill passed to forbid the 
importation of opium for the purpose of mak- 
ing heroin. You know you haven’t been able 
to procure any legally in the last ten years. But, 
I am sorry to report that there is probably as. 
much dope smuggled into the country, and I am 
particularly speaking of heroin, as there is here, 
or was here, legitimately and prior to the en- 
actment of that law. 
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I am particularly interested in heroin be- 
cause of the crime situation. Ninety-six per 
cent of the addicts are heroin addicts. It is a 
drug of youth; convenient to take, either by 
snuffing it, by mouth or by hypodermic injec- 
tion. A study of the men who come to us has 
convinced us that a great many of the murders, 
with no rhyme or reason for the commission 
of the crime, and robberies, never would have 
been committed if it had not been that the per- 
sons had been doped with heroin. Take the 
Becker murder case; those four gunmen, prior 
to their deaths, stated that each of them. in the 
pool room, had doped himself with heroin be- 
fore he went out on the street, for the purpose 
of killing a man he had never seen before. 


I am deeply concerned about how we are 
going to counteract this habit with our youth, 
particularly our boys. We know that these 
bootleggers of heroin sometimes will hang 
around high schools and give boys, particularly, 
a little snuff of this drug, in order to create a 
group that they might sell the drug to, and 
then carry on their terrible design. 

I have never been impressed that the war, 
as a cause, had very much to do with the in- 
crease in crime. The average age of the prisoner 
today, according to the government’s statisties, 
in the whole United States, is twenty-three 
years. Forty per cent of all crime committed in 
the United States last year, and that means 
that those who were apprehended because of 
crimes, were in their nineteenth year. There 
were more in their nineteenth year than in any 
other age group. Now, the war has been over 
for the last sixteen years. Therefore, the aver- 
age prisoner today in the United States was 
under five years old when the war was over. 
He certainly never was overseas. We thought 
that maybe the crime increase after the war 
was probably due to the men who had been 
overseas, because of shooting people there, so 
that when they came back to the States they for- 
got the war was over and continued shooting 
people. So, having been in the service during 
the war, I was rather anxious to gather sta- 
tistics. We asked every man whether he was 
or was not in the service. I remember one year, 
out of seventeen hundred new men, [| found 
only fifty-two had been in the army or navy, 
and only twenty-six of them had been overseas, 
which is, of course, too small a percentage to 
blame the war, for the cause of the present 
crime situation. 

Then, again, it is said that some people com- 
mit erime because they are not very well de- 
veloped mentally. During the World War, I 
was in the Navy. I examined many hundreds 
of men for the service. Then, for a while, I 
examined the men in the draft. I was im- 


pressed with the fact that the men I was ex- 
amining for the service were no higher men- 
tally than the men in prison. 


When the War 


was over, I wrote to the Secretary of War at 
Washington, and asked him to give me an 
idea of the mental level of the group that went 
to War from the states. He replied that two 
and a haif million men from the states were 
presumed to have a mental intelligence of four- 
teen or fifteen years. The white men in the 
draft, because they were psychologically ex- 
amined, had an intelligence of thirteen years 
and six months. And twenty thousand colored 
men had an intelligence of ten years and three 
months. 

All that was within two months of the men- 
tal level of the men we had in prison. 

Another group of people who commit crime 
are designated in penology as_ psychopaths. 
They make up about thirty per cent of our prison 
population. Generally, they are college grad- 
uates, or high school graduates; certainly a 
large group of them have sufficient schooling 
to insure good behavior. In order for me to 
convey what I want to, let me tell you a story. 

Some years ago, I had, as one of the in- 
mates in prison, a young chap who happened 
to have graduated from my college. His brother 
is today, and has been for years, one of our 
most successful physicians in New York City. 
I knew his mother, because she used to come 
to see her son in prison. Soon after he was 
graduated from college, he committed a crime 
in New York and was sent to Elmira. He 
came out of there and then was sent to Sing 
Sing for ten years, and then, after his dis- 
charge, came back for five years. It was 
during this five-year period that I was look- 
ing for a secretary, and I selected him. He 
kept saying to me, ‘‘Doe, I don’t mind doing 
the five years here because I am very definitely 
euilty, but I hate to think about the ten years 
sentence that I served, because I wasn’t the 
chap in that woman’s apartment.’’ Well, he 
kept telling me that right along, and I got 
rather tired of listening to it. So I said to 
him, ‘‘Let’s write to the Court and find out if 
the stenographer still is alive, and if he has 
the minutes of your trial, I will purchase them, 
and if I think there is any doubt of your con- 
viction, I will ask the Governor to commute 

ou.”’ 

Well, the court stenographer was still alive, 
so I purchased the minutes and read them over. 
I interviewed his brother, who was a doctor, and 
I said, ‘‘Was Frank in her apartment?’’ He 
said, ‘‘Doctor, there may have been a mistake 
in that ease. I wouldn’t say. But I happened 
to have been in the house when the cops came 
after that burglar raid, and they brought out 
but one picture, and that was this fellow’s pic- 
ture, and they said, ‘Does that look like the chap 
in your apartment?’ And she said, ‘It does.’ ”’ 
So that led me to think there was some doubt. . 
But, in the meantime, Frank had become re- 


VOL. 214 
NO. 6 


MASSACHUSETTS MEDICO-LEGAL SOCIETY—SQUIRE 


251 


ligious. He used to go to church every Sun- 
day. He also used to publish the prison bul- 
letin, a very excellent magazine, where the con- 
tributions were given by the convicts. Each 
issue contained two or three pieces of poetry 
that Frank composed. 


So, having all these data, and considering the 
fact that he had reached thirty-seven years of 
age, I thought maybe he had reached the point 
in life where, if he were given one more chance, 
he would go straight. So I went up to Albany, 
paid my own expenses, interviewed the Gover- 
nor, and told him the story. He said, ‘‘ Well, 
Doctor, you should be able to pick one out of 
twenty or twenty-five thousand to go straight. 
I will take a chance.’’ I said, ‘‘Governor, he is 
the best medical stenographer I ever had. I 
ean procure a position at $50.00 a week for him 
with a Doctor.’’ In the meantime, I, of course, 
got in touch with my doctor friend, and had 
this chap paroled. He was engaged by my doc- 
tor friend. 

I went to lunch with Frank about once a week, 
because I wanted Frank to go straight. I 
wanted him to go straight because of himself, 
and secondly, I didn’t want the Governor to 
twit me the rest of my life over the fact that 
I ecouldn’t select somebody who might go 
straight. After going to town for six or seven 
weeks to have lunch with him, I called my doc- 
tor friend one day, only to find that he hadn’t 
showed up there. Then, I began to get dis- 
turbed. Two months later, I was walking into 
the prison and the guard said, ‘‘The Warden 
would like to see you.’’ So I went down to 
Warden Lawes’ office, and he showed me three 
checks, totaling $4,300, that Frank had stolen 
from the prison. He had gone to work, when 
he held the position in New York, and he had 
sent three bills to Sing Sing Prison for coal, 
presumed to have been delivered at the institu- 
tion, and Frank, with the crooks inside, had ap- 
proved the bill, and forged the signatures of 
heads of departments. Well, the checks had 
gone across the hall to the Warden’s office, and 
the Warden had signed on the dotted line. 
Frank had intercepted the checks and cashed 
them in New Jersey. They sent Frank’s finger- 
prints all over the country, and within two 
months, word came from Pittsburgh that a fel- 
low with finger-prints exactly like his was be- 
ing detained. «And so there was Frank, this 
college graduate, indicted on fourteen counts in 
Pittsburgh; they gave him ten years there. 

I had to go down to Pittsburgh on some busi- 
ness later, and I thought I would go down and 
see Frank and incidentally the Warden, whom 
I knew. I was hoping that Frank would say to 
me, ‘‘Doc, I am sorry. I am sorry that you 
spent $150 to procure the minutes of my trial 
and that you went to see the Governor.’’ But 


when he was sent for, all he said was, ‘‘ Doe, 
how’s the gang?’’ He was absolutely unmindful 
of what had been done for him. 

Well, time went on, and I think it was in 
1925 that I had been appointed Medical Ex- 
aminer in Westchester County. He saw in the 
Pittsburgh paper, mention of the fact that I had 
a suite of offices with the District Attorney at 
the Court office in White Plains. Well, I could 
picture him saying, ‘‘Doe must be pretty close 
to the District Attorney. Maybe he could get 
this warrant squashed.’’ So he wrote me, 


‘Dear Doctor: 

‘You must be close to the District At- 
torney. Won’t you please use your in- 
fluence to get that squashed for me? If 
you do, I will save about three years down 
here.’’ 


Of course, I wrote to Frank and told him 
that I thought I had gone as far as I should. 

Time went on, and he served his time, and 
he came back to Sing Sing for the unexpired 
time that I had got him out of. Well, last 
February, he left us. And the day before 
election last fail, I was back in Pittsburgh and 
I thought I would go down to see Stanley Ash, 
the Warden of the Penitentiary there, after I 
had spoken before the Rotary Club. I said, 
‘*Stanley, the last time I was at this Peniten- 
tiary, you had an old friend of mine here.’’ He 
said, ‘‘ What was his name?’’ I told him, and 
he said, ‘‘My God, he is here now!’’ Well, the 
Warden sent for him, and the first thing the 
fellow said was, ‘‘Doe, do you know I think I 
will die in prison?’’ I said, ‘‘Frank, I know 
you will.”’ 

He is a psychopathic criminal, and nobody 
but God himself can rehabilitate a man of that 
type. 

Then we had another case. Some years ago, 
you people heard a lot about the Mutual Wel- 
fare League, an organization for the purpose of 
having self-government in prison. The news- 
papers played it up. The moving picture peo- 
ple took pictures of us. We had a convict 
Court; they were voted on and believe me, they 
are always roughnecks, and they are a fine 
bunch to sit in Court on some of their other 
inmates! Coming into the prison one day, 
there was a well-dressed man leaving. I over- 
heard him saying, ‘‘ You know, this whole thing 
meets with my favor. I think it is a wonder- 
ful scheme, this Mutual Welfare League. I 
would like to donate something to its cause.’’ 
So he pulled out a check and wrote it out for 
$100 and gave it to the person with whom he 
was talking. He went a few feet, turned back 
and said, ‘‘By the way [after fishing for his 
wallet], I must have left my wallet on the 
dresser at home. Won’t somebody cash a 
eheck for $10 for me?’’ So somebody handed 
him a $10 bill. He went out. Four days 
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elapsed and both cheeks came back, ‘‘No ac- 
eount in the bank.’’ 

Those of us who knew the incident realized 
that it wouldn’t be long before the man would be 
back in Sing Sing Prison. Six months later, I 
was examining the men, and as I looked down, 
I thought I saw the profile of the person that I 
had seen six months before out in front of 
the prison. When he came up to me, I said, 
‘‘Aren’t you the fellow who gave the phony 
checks?’’ He admitted that he was. 

Now, he was a college man and one of the 
cleverest forgers I have ever known in prison. 
Most of the forgers in prison trace. But this 
chap, we will call him Mike because that isn’t 
his name, could take a piece of paper with your 
name written on it, give him just ten seconds to 
look at it and he could take a similar piece of 
paper and write your name and you could 
not tell which was which. He was most un- 
usual. When my friends visited me socially, 1 
would pull in Mike and I would show how he 
could forge a signature without doing a bit of 
tracing, and with only a ten seconds’ observa- 
tion. We never would present a set of resolu- 
tions unless they were penned by him. He had 
been in prisons all over the world. 

One day he had a magazine in his hand and 
I could see a picture as he opened it. He 
wanted me to read it, and I said, ‘‘ With your 
consent, I will take it to the hospital with me 
and read it.’’ It was the Bankers’ News, a 
magazine published by the banking group, and 
in it was an article by William J. Burns, chas- 
ing this man from Portland, Maine, to Portland, 
Oregon, and from Quebec to Cuba. Later when 
I saw him, I said to him, ‘‘My gracious, . Mike, 
but you have an awful record.’’ And he said, 
‘‘TDoe, it isn’t half there.”’ 

There is another case of a college graduate. 

Now, I don’t know about you ladies, but we 
men, when traveling much, generally talk to 
whoever may be in the train. I remember, when 
I was going to a prison conference in New 
Orleans, we went by way of Chicago. I got on 
the train at the Illinois Station there, and went 
into the smoking end before I retired. I was 
alone for a moment, and presently a _ well- 
dressed man came in. I offered him a cigar 
and we smoked. He said, ‘‘Where do you 
hail from?’’ I said, ‘‘Sing Sing Prison.’’ He 
looked me over rather carefully, and we dis- 
cussed Sing Sing. ‘‘Where do you hail from?’’ 
I asked him. He said, ‘‘ Walla Walla Prison.’’ 
Having been there, we discussed that. I said to 
him, ‘‘ What are you there?’’ He said, ‘‘I hap- 
pen to be the Warden.’’ I discovered that we 
were going down to the same conference, and 
the first thing he said to me, after we became 
acquainted, was, ‘‘Did you ever have Mike?’’ 
I said, ‘‘Yes, we have had him three times.’’ 

And I say again, he was a college graduate, 
a very shrewd man, who, in ordinary times, 


probably could command $1,000 a month for 
his ability, but still a chap who lived the life 
of a psychopathic criminal. 

_ That is the reason why some of us interested 
in penology have come to the conclusion, and I 
am talking particularly about New York, that 
when you sentence a man to prison, there 
should be a minimum and no maximum. In 
other words, in the case of every person who 
goes out on parole from prison in New York 
State, the Parole Board gets the opinion of 
the Chaplain and the Warden, as to what they 
think of the prospects, but where you have a 
person who has a definite sentence, it doesn’t 
make any difference what you think, his time 
has expired and he goes out. And, with psycho- 
pathic criminals, who make up thirty per cent 
of our population, you can readily understand 
what a tremendous tax it is on the people to 
support them. 


It costs New York $2,000 of the taxpayers’ 
money to send a man to Sing Sing. Probably 
the time will come when we will not have any 
maximum sentence. But, the psychopathic 
criminal will be with us until he reaches his 
last days. 

Now, what about capital punishment? Mass- 
achusetts, I think, has it. I used to feel, per- 
sonally, that maybe capital punishment was 
best. But, when I tell you that last year, in 
this country, we had 12,000 murders, and only 
112 people executed because of them you can 
readily understand what a small percentage suf- 
fer the extreme penalty. 

As a Medical Examiner, and having a mur- 
der once a week, I see the fallacy of capital 
punishment in our State, as carried out today. 
In other words, I believe that if we are to retain 
it in order to lessen crime, we should apprehend, 
indict, try and carry it out in a short space of 
time. I can tell you that I have caused to be 
electrocuted condemned men who have waited 
in their cells for three and one-half years. I 
said to Warden Lawes about one of them, ‘‘He 
will die from natural causes before he gets to 
the chair.’’ 

I say that if we are going to retain capital 
punishment, let us have it like one, two, three, 
and it’s done, and not the way it is carried out 
today here. I really don’t think that people 
mind dying in the chair now. I have known 
two hundred men condemned to death, and I 
have given the signal for one hundred and 
thirty-eight of them, and I have never yet seen 
anybody give a hang, going to the chair. Cer- 
tainly, we never have to stimulate them. I 
never had anybody ask for a stimulant, except 
one man. That was years ago, and I received 
an emergency call at three o’clock in the morn- 
ing, being informed that the man in the pre- 
execution cell was in danger of losing all con- 
trol of himself. I mixed a dose of aromatic 
spirits of ammonia, the stimulant for such an 
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instanee, and hurried to the man’s cell. He and 
the Chaplain, both alarmingly pale, were sit- 
ting on the cot, side by side. Except for the 
difference in dress, it would have been difficult 
to tell which was facing death. When I held 
out the eup containing the ammonia, the con- 
demned man waved it aside and said, ‘‘Give 
it to the Chaplain; he needs it more than I do.”’ 

We had another case of a fellow by the name 
of Becker. As I was going through the con- 
demned cells, this fellow said to me, ‘‘Doe, I 
am doomed to die on Thursday, and I don’t 
want to die on Thursday.’’ I said, ‘‘ What is 
the matter with Thursday?’’ He said, ‘‘Thurs- 
day is my boy’s birthday, and I don’t like to 
have him think that his father died in the elec- 
trie chair on his birthday.’’ Well, I went down 
to Warden Lawes’ office, and said, ‘‘Did you 
know that Thursday is the birthday of Becker’s 
boy? He doesn’t care whether we kill him to- 
morrow or Friday or any other time, but not 
on Thursday.’’ Well, we kept him alive until 
Saturday. 


You know, I was interested in your statis- 
tics here. I have had, as Medical Examiner 
in the last ten years, over six hundred and 
fifty eases, where I have officially declared them 
to be suicides. I have had about four hundred 
more where I have had to say they were acci- 
dents or homicides. I suppose the law is sim- 
ilar to that here in Massachusetts. The law pre- 
sumes that a man doesn’t take his own life. And, 
as I say, I have to sign a lot of these and in 
the back of my head, I am satisfied that they 
are suicides, but I have to classify them as 
homicides or accidents, and not suicides. 

I think I don’t know of a man who has been 
in a condemned cell who wouldn’t rather go to 
the chair than to isolated sections of our State, 
away from the group and without any hope of 
ever being pardoned, with writing privileges and 
visiting privileges denied to him. To my mind, 
he would be dead, as far as society is concerned. 
I would put him in a place like that in the State 
and make him work. 

Why, we had three suicides in the condemned 
cells because they got tired of waiting. One of 
them was a fellow by the name of Flood. He 
was the only chap in the condemned cells for 
execution, who came under that particular law 
in New York which says that if you set fire to a 
building intentionally and anybody is killed in 
that building, it is murder in the first degree. 
Flood was the only chap who ever came to us 
for that particular crime. He was man of un- 
usual intelligence, and he made a thorough study 
of the death-house routine and discovered a flaw 
that no one else had detected. After perfecting 
his plans, he wrote a letter to the Warden, say- 
ing that he hoped the guard would not be 
blamed, or suffer discipline or dismissal, since 
in what he was about to do the guard was in 


no way at fault. He had found that the only 
time when he was not under direct observation 
was when the guard on duty was collecting 
spoons and plates. Except when engaged in 
that duty, the guard sat where he could see the 
occupants of each cell in the wing. Flood’s cell 
was at the end of the corridor. The guard came 
for his spoon and plate first. Flood timed him 
and learned that it took an average of four min- 
utes to complete the rounds after a meal. On 
the basis of that knowledge, he worked out a 
way to destroy himself. On the wall opposite 
the row of cells, was a clock, which was visible 
from the end cell occupied by Flood, but not 
from all the others. Just after dinner one-night, 
an inmate who could not see the clock called to 
Flood to ask the time. Flood did not answer. 
The call was repeated louder and still Flood did 
not answer. ‘‘He’s asleep,’’ said the guard, 
giving the other inmate the time. ‘‘He dropped 
off to sleep mighty quick.’’ ‘‘Yeah.’’ The 
guard stared at Flood, who lay on his bunk, 
face to the wall, ‘‘Must be sleeping pretty 
sound.’’ After a moment, the guard became 
suspicious. He got up and went over to investi- 
gate. Flood was already dead. He had ar- 
ranged a towel around his neck in such a way 
that it was hidden beneath his shirt collar, and 
facing the wall, he had twisted it, strangling 
himself. While gathering up the utensils, the 
guard had never been more than fifteen feet 
away, but Flood had carried out his plan with 
such swiftness, deftness, strength and determi- 
nation that he died without making a sound that 
could be overheard. 


So I say that if we had some distant part of 
the State that could be taken out of polities 
and put into the hands of the Court of Appeals, 
where these fellows could be made to work, it 
would be much better. Deny them visiting priv- 
ileges and writing privileges; let them be legal- 
ly dead. To my mind, that would be a much 
more severe penalty than the death penalty. 

Now, what are we going to do to meet the 
problem? The first thing that suggests itself 
to me is to deport the alien criminals. 

There was a murder in Ossining a few weeks 
ago. A girl was stabbed to death. I sent the 
body over to the morgue and took everybody 
out of the house and-sent them up to the Police 
Station. In Westchester County, the Medical 
Examiner does the investigating; he is the one 
who holds the hearing on the matter. After I 
had autopsied the victim, I went up to talk to 
these people. Later, we found that this woman 
who was stabbed to death, and all these people 
in jail, were smuggled into the country, through 
New Bedford. They admitted that they gave 
the fellow who ran the ship $50 apiece to forget 
that they had come over. Knowing that I 
eouldn’t pin the murder on a particular one of 
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them, I said that I would get rid of all of them. 
So I called up the Immigration Officer and told 
him to come over and get them. But the Po- 
lice Chief finally said that he was sorry to re- 
port that he couldn’t send any of those people 
back, because they were smuggled in before 1921. 
Probably Ossining is supporting them as the 
‘‘unemploved’’ now. 


The other day, we had a case in Rve, New 
York. There was a fellow there who admitted 
to me that he was illegally in this country from 
Germany. He had hired himself in Hamburg 
as a waiter, got over to Hoboken and left his 
ship, staying here a couple of years illegally. 
He went back to Hamburg and spent a year, 
and then he came back to the States in 1913. 
Then the War was on, so he thought he would 
eo back to fight for Germany for a couple of 
years. So he spent three years in the German 
Army. But the United States is a good place 
to come back to, in his estimation, so he came 
back as a waiter again. When he got here, he 
bought a lot of canned fish in cheap places, and 
he peddled this around in the residential sec- 
tion of Westchester County. Well, he sold a 
ean of fish to one of the residents, who died in 
two hours, and more of them nearly died. I 
eouldn’t get him for murder or manslaughter, 
so the best thing I could get him on was the 
Sanitary Code, because he had been selling un- 
wholesome fish. He was punished with a $50 
fine. But when he told me that he was in this 
eountry illegally, I said to myself, ‘‘I’ll send 
him back to Germany.’’ So I telephoned the 
immigration authorities, and told them to send 
him back. I told them that it wasn’t the $50 
that we were after, but we wanted to get rid 
of him. Well, they looked up the whole thing, 
and the report that came back to me was that 
although he said he was here illegally, they 
said that he was all right and that they could 
not deport him. 


I tell you that it is a horrible situation. We 
have in New York 11,000 prisoners, and ten 
per cent of them are alien criminals, costing 
the taxpayers $425 every year to support each 
one of them. 

There has been a law on the statute books 
which says that persons committing a felony 
may be deported. I would like to have this or- 
ganization go on record to ask your Congress- 
men and Senators whether this alien law is be- 
ing enforced one hundred per cent after the 
prisoners leave the prisons. If | had my way, 
these people would stay in prison until the boat 
was ready to sail. It would not be, then, as it 
is frequently done, that these people are put out 
on bail and then skip the bail. 

What an economie saving it would be, and 


what a saving of sorrow to get rid of alien 
criminals! 


Another way of getting rid of some of the 
crime is to carry out the system of probation. 
I am a firm believer in giving a boy or girl 
a chance on the first mistake. If you want to 
make a bad boy worse, send him to prison. 
There is no question about that. I was talk- 
ing at the Academy of Medicine one night, and 
a presiding Supreme Court Judge, very flowery 
in his discourse, got up and said that when he 
sent a boy to prison, he sent him there out of a 
spirit of love, that he sent him there for treat- 
ment, not for punishment. Everybody ap- 
plauded. My turn came, and I told the group 
how delighted I was to hear the learned Justice 
speak, and how nice it was to have him tell us 
that he sent boys away to Sing Sing out of love 
and for treatment. But if my memory serves 
me right, I have a boy working in the hospi- 
tal at Sing Sing who is sixteen years and three 
months old, which is the minimum age for sen- 
tence, and he gave that boy a twenty-nine year 
sentence as a first offender. I can tell that Jus- 
tice, and I could tell that group that no mat- 
ter how bad the boy was, the probabilities are 
that living as he does now, with sixty per cent 
of the group having committed crime before, 
what he didn’t know about crime before he en- 
tered, he knows today. 


Every enlightened city and state is develop- 
ing that probationary system. In Westchester, 
we have spent $125,000 a year in the adminis- 
tration of our probationary system. In fact, it 
is done in Massachusetts. And what is the an- 
swer? I am told that hundreds of boys, with 
suspended sentences at Sing Sing, in fact ninety- 
two per cent of them, are making good on proba- 
tion. What a salvaging! How much better it 
is than to send them to Sing Sing Prison, where 
they lose their citizenship, and where they are 
associating with men who have spent their lives 
in crime! How mueh better it is for the fam- 
ily! 

Sometimes, people criticize Judges for placing 
people on probation, but everybody today in 
Westchester County knows that the Judge, be- 
fore sentencing a boy or a man, has as good a 
detailed history of that person as it is possible 
to obtain, so that he is able to see the possi- 
bilities before he passes out the sentence or gives 
a suspended sentence. This is probably true in 
vour State, too. 


Another way, and the only way that seems 
to be any way of lessening crime—and we have 
eot to talk of the future—is in the line of pre- 
vention. If the average age of the persons in 
prisons of the United States is twenty-three, 
that would mean that the boy who is thirteen 
years old today will be the criminal ten years 
hence. There is no question about that. 

The only hope I see, so far as the present sit- 
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uation is concerned, is that there is little for 
those who have gone through the reformatory 
or the penitentiary, or the state prison, from the 
standpoint of prevention. The only agencies 
that, to my mind, would be able to cope with the 
situation are the Boy Scouts and the Girl Scouts. 

We have, in the United States, 1,250,000 Boy 
Seouts and 317,000 Girl Seouts. And _ before 
I forget it, let me say a word about the Girl 
Scouts, because the women should be interested 
in this. During the last thirty vears, we have 
been able to find that delinquency has increased 
to a greater percentage with the girl than with 
the boy. 

But these boys and girls in the Scouts have 
an opportunity for self-expression. They are 
taught to do a good turn every day, which, to 
my mind, is so important. They have an op- 
portunity for outdoor life, for camp life, for na- 
ture and bird study, for study of the flowers 
and trees. They can get something out of it 
by getting together and, as I say, give expres- 
sion to their leadership. I have never yet had 
aman in Sing Sing Prison who admitted to me 
he had ever been a Boy Scout. The Superin- 
tendent of the reformatory with which I am con- 
nected, told me that he can recall, out of 30,000 
boys, but three he knew of definitely that had 
been Boy Scouts. The Judge of the Children’s 
Court at St. Louis told me a few years ago, after 
addressing a group interested in the Scout move- 
ment, that that year he had had seventeen hun- 
dred boys, from seven to seventeen years of age, 
with not a single Boy Scout in the group. 

I had an interesting experience a few weeks 
ago. I came in my driveway one evening, after 
doing an autopsy at Ossining. I carry an elec- 
tric saw in my outfit, which is rather heavy. A 
little boy jumped over my wall, and he helped 
me out of my car with my things. So I pulled 
out a quarter, and I said, ‘‘Here’s a quarter 
for you.’’ He said, ‘‘Oh, no, Doctor, that is 
one of my good turns.’’ Then I asked him who 
he was, and found out that he was a twelve 
year old chap who lived in one of the poorer 
sections of Ossining, a little Italian boy. I said 
to him, ‘Il wonder if your mother would allow 
you to come up and have supper with us to- 
night at six o’clock?’’ I said six o’clock in- 
stead of seven, so that it would be more nearly 
his time. Well, he said that he didn’t know 
but that he would see if he could. He went 
home and took a bath and came back all slicked 
up. Well, I will tell vou that I have spent a 
good many pleasant evenings, but I don’t know 
of a more illuminating or a more interesting 
hour than [ spent with that twelve year old 
boy whom I had never seen before. I learned 
that he was a Boy Seout and lived in the poorer 
section of the city, where the environment is 
none too good. To my mind, he is the hope 
of our civilization. 


I became a Rotarian in 1921, because I hap- 
pened to be out in Auburn one night, seated in 
the old Osborne Hotel there, and I heard a 
group of men singing, and then I heard some- 
bod¥ get up and say that the club had a camp 
about six miles back of Auburn, where they 
were going to take a group of boys who nor- 
mally wouldn’t have a vacation. The thought 
came to me then that I had been living with 
the underworld for a long time, and with boys 
and men whose environment had been none too 
vood. When this meeting was over, [ went into 
an adjoining room and joined up with the Ro- 
tarians. To me, that was the secret of the erim- 
inal situation. I asked how Ossining could have 
a ¢lub, because I told them that I wanted to 
associate myself with a group of he-men who 
would interest themselves in the boys, because 
the boys of today are the men of tomorrow. 
Within six months, we had our own elub, and I 
am proud to say that in Westchester County, we 
group our funds together and take care of eight 
hundred boys, who, normally, wouldn’t have an 
opportunity to develop their lives. 

Speaking about the Boy and Gir! Scout move- 
ment, not only should we give of our funds, 
but we should become actively engaged, our- 
selves, in trying to train these boys. I am pret- 
ty busy, and I know you are, too. But, there 
is nothing that I enjoy in the world more than 
I do to have a group of boys or girls in scouts. 
They are very enthusiastic. One time, they 
told me that I could examine them in some 
subjects because they would get a merit badge 
if they passed. 

I do not have a son, but I have a daughter, 
who has just graduated in law. When she was 
in college, she used to come back every week for 
three hours to attend her Girl Scout troop. 

I want to say to you that there is no agency 
that I can see which will be a greater force for 
lessening crime that is comparable with those 
institutions, the Boy Seouts and the Girl 
Scouts. 

Lastly, because I must stop, you and I can 
lessen crime if we pay more attention to our 
own children. We talk about the underprivileged 
boy and girl. As I travel around, | often find 
that the underprivileged boy or girl is in our 
own household. I had a boy with me some few 
vears ago; he was a college graduate; his father 
was and is today the Dean of one of the largest 
universities in the United States. He went 
overseas before the War and joined the Aviation 
Service in England, and when he got into the 
War, he transferred to our service. He met 
with an accident, sustained a fractured skull 
and was in the hospital for months in Paris. 
He came back and remained a couple of months 
here. In a college club in New York City, he 
carelessly forged a check, and as a result of 
that forging, he came to Sing Sine for three 
and one-half years. He had been there only 


36 
| 
| 
| 
6 


256 


MASSACHUSETTS MEDICO-LEGAL SOCIETY—SQUIRE 


N. E. J. OF M. 
FEB. 6, 1936 


a few days when I took him into the hospital, 


as all the nursing is done by convicts. He had 


been there four days, when he said to me, 
‘‘Doctor, this is a terrible place to be. I have 
been here four days, and I have had a lot of 
time to think. I have been thinking whether I 
would ever have been to State: Prison if my 
mother had lived. My mother died when I was 
three months old and I was brought up by a 
governess. It never occurred to me that I 
loved my father as I pictured a boy should 
love a father, or that my father loved me 
as I pictured a father should love a boy. 1 
don’t want to blame father for my being 
here, but I have often thought that he was 
eold.’’ So I wrote to the father and asked 
him to write to his son, because I believed 
he was worth salvaging. It was his first mis- 
take. But his father wrote back in his letter 
to me, ‘‘He is dead to me.’’ But I still wrote 
to the father, and I said, ‘‘Won’t vou come to 
Ossining and come to see me?’’ I am very 
careful in my correspondence in matters of 
this kind; I use my own personal letter head. 
I told him that he could come in and see me, 
and a little later on, somebody else would come 
in to see him. My idea was that if I could get 
him there, I could have the boy walk in. He 
wouldn’t have to visit him in the other room, 
in the regular visiting room. But he still wrote 
to me, ‘‘I will never see him again in my life.’’ 
Three years passed, and I realized that I had 
on my hands a college graduate, a brilliant 
boy who had the makings of a manly man. So 
I called him in to my office and I said to him, 
‘‘Isn’t there somebody on the outside who 
will interest himself in you?’’ He said, ‘‘ Well, 
I don’t know. I have an uncle; he hasn’t writ- 
ten to me since I have been here, and I don’t 
know his reaction. But I don’t mind if you 
call him up.’’ I went to my uptown office and 
called his uncle. I invited him down to my 
college club to have luncheon. I brought with 
me the letters I had received from his brother. 
We discussed matters pretty thoroughly. He 
said, ‘‘You know, my brother was always cold; 
he was always very firm. I remember when 
he was on the disciplinary committee at the 
University. If there was ever any misconduct 
and he made a ruling, he would never rescind 
his sentence.’’ So I said to him, ‘‘Won’t you 
come over and see the boy?’’ He said, ‘‘ Yes, I 
will.’’ So this good uncle came over every Sat- 
urday, and when that boy left Sing Sing, his 
uncle took him out to a western city. Eight 
years have passed, and today that same boy, 
whose father disowned him, is one of the most 
prominent and one of the most successful busi- 
ness men of that city. 

You can imagine the pleasure that I have. 
Almost every year, when I go to the coast, I 
stop at that city so that I can shake the hand 
of a boy who made good, in spite of his father. 


_ Here is another little incident which may 
interest you. I go to the Yale-West Point foot- 
ball game every year at New Haven. A year 
ago last fall, my wife and daughter were with 
me at the game. We sat there in the beautiful 
bowl with 80,000 people, more or less. Be- 
tween the halves of twenty minutes, one of the 
fourth-class men, a boy who was going to grad- 
uate the next spring, came up the stairway, 
and immediately in front of us was the boy’s 
mother, sister and father. He kissed his sister 
and his mother, and he turned to his father 
and extended his hand to his own father, and his 
own father never accepted it. Tears were in 
the eyes of the mother and sister. Tears were 
in all our eyes. Then, after but a few mo- 
ments, the twenty-minute period was up, so 
the boy turned and kissed his mother and sis- 
ter, and he said to his father, ‘‘Won’t you 
forgive me?’’ His father never moved. I saw 
him go down and go to his group, and I said to 
my wife and daughter, ‘‘I wonder how many 
men I have known who have been in prison be- 
eause of that type of relationship between a 
father and a son.’’ 

I would say to all men, ‘‘Don’t think that all 
men who go to prison are roughnecks.’’ You 
know, thirty-eight of them last year were col- 
lege graduates, and one hundred and twenty- 
eight of them were high-school graduates, and 
a major portion of them had been through the 
grammar school. We have all types there. 

So, let us have the confidence of our own 
children, and if we have that, there is very 
little danger of them becoming antisocial. I 
thank you. 


DISCUSSION 


PRESIDENT GAy: Thank you, Dr. Squire. 
Are there any questions, gentlemen? 


Dr. Squire: I would like to add that there is 
often a lot of criticism over the management of 
prisons, and a lot of people oppose athletic contests 
in prisons. You will be interested in this, which is 
a true story. 

We have a football team that plays outside teams 
on Sunday, and the fifty cents that people pay 
to see the game goes to buy uniforms and foot- 
balls, and in the summer, this money furnishes base- 
balls and bats and uniforms for the baseball lead- 
ers. I think it was last October that I was watch- 
ing one of the games on a Sunday afternoon. We 
have the same people referee and umpire the games 
that umpire the West Point games the day before; 
in other words, if there is a game at West Point 
on Saturday, the umpire comes down and umpires 
the prison game on Sunday. 

We had a team that came to us that played rough 
football, so much so that you could detect it dur- 
ing the play. The Sing Sing team, by the way, 
is called the “Black Sheep” team. One of the play- 
ers on the Sing Sing team was thrown, and after 
being thrown, one of the outsiders walked on him. 
He was unconscious, but the opponent walked on him 
just the same. The referee, seeing it, put the fellow 
out of the°game for playing rough. When the fellow 
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came to, he inquired as to where the fellow was, and 
he was told that he was put out of the game because 
the referee thought he intentionally stepped on him. 
He went to the referee and said, “I don’t like that; 
I don’t think he meant it. He is a good player; he 
is the best player they have, and I think he ought 
to be put back.” He was the captain of the Sing 
Sing team. So they finally persuaded the referee to 
put the fellow back in the game. After the game, 
and on the way out to the washhouse, where they 
were going to take baths and change clothes, I[ 
walked down to this boy, and I said, “That was a 
wonderfully fine thing for you to do. You were 
walked on by somebody who threw you violently, and 
still you had that sporting spirit that you wanted 
to play the good game, and you went over to the 
referee and asked him to bring the fellow back into 
the game.” He turned to me and he said, “Doctor, 
I have been playing football two years, and I can’t 
help but believe that had I had an opportunity to 
play football on the outside of prison, I never would 
have been in prison. It has taught me the value 
of self-control.” 

To me, that compensated any criticism that I have 
heard that maybe the fellows shouldn’t play foot- 
ball inside the prison. 


Dr. OVERHOLSER: I am interested in Dr. Squire’s 
reaction to the question as to how prevalent mental 
deficiency is among the inmates that he sees. 
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Dr. Squire: Well, of course, in Sing Sing, we do 
not receive, for the most part, this type of person. 
We have an institution set aside for mental defec- 
tives. In other words, the law is that if a Judge 
has a person before him who is believed to be men- 
tally defective, generally he is not sent to the prison, 
but he is sent to this institution. We have nine 
hundred at this institution. If one should come to 
Sing Sing prison, the examining physicians usually 
transfer him for mental defectiveness. 

That is taken care of very well in New York 
State. I do not know whether other states do this 
or not. 


-’ Dr. OVERHOLSER: Massachusetts had the first law, 
and New York had the first institution. 


Dr. Squire: I will say this. I do think that no 
state has a better reputation for the management of 
penal institutions or advanced thought in penology 
than you have right here in your own state. I think 
that there is no question about that. It is so much 
‘ better that we have adopted your Sanford Bates, 
whom I know very well, and who is a progressive 
penologist. 


Dr. Barrett: I am especially interested in the 
question of probation, which evidently is becoming 
one of the outstanding means of taking care of the 


early criminal, and the fact that probation is avail- 
able for first offenders has a tendency to lead to 
that first offense. 


Dr. Squire: I don’t feel so. I have never been 
in sympathy with the Baumes law in New York. We 
had a Senator from Newburgh who was appointed 
Chairman of the Committee on the recodifying of 
the criminal code, as far as punishment was con- 
cerned. His idea was that we were having so much 
crime that more time should be given in prison. 
So he advanced sentences, where they were five 
years he made it ten, etc. But instead of lessen- 
ing crime, it increased it. It isn’t the severity of 
the sentence that will curb crime. It is swift jus- 
tice that will do it. If a fellow committed a crime 
and he knew that he would be punished for it, [ 
believe that he would think a second time before 
doing it again. You and I know that if we were 
in prison a day, we would be cured. It isn’t the 
length of time. We would be more cured in a short 
time than we would be if we stayed there ten years. 

But, we are too slow in justice. We don’t appre- 
hend ninety per cent of the crime in this country. 

I had to iaugh the other day. I was talking to 
the Chief of Police and he was telling what a 
wonderful thing it was to go about putting tags on 
parked cars for sixty minute parking. He had all 
the police force doing it. I said to him, “For good- 
ness’ sake; here is a list of murders in this town. 
Why don’t you get the murderers?’ I gave him 
a whole sheet full of them. I said to him, “The 
taxpayers want these murders solved. I have 
never heard of a parked car killing anybody in 
this County.” 

And we are paying dearly. Granted, that the 
Judge may fine you a dollar for your parked car, 
but that is of no moment when you consider a whole 
list of unsolved murders. 

Where we are slow is in our crime detection. We 
are way behind the European countries. I was 
privileged to spend a couple of weeks in London, 
Vienna, and Paris, in their crime detection labora- 
tories. And when they tell you that they ap- 
prehend eighty per cent of their criminals, and 
when you know that we apprehend only ten per 
cent, it is mighty serious. 

There are no politics over there. It wouldn’t 
make any difference if you were the king; if you 
committed an offense, you would be punished. They 
respect police officers over there, and they re- 
spect the law. They don’t publicize crime. I was 
in London one time while a murder case was being 
tried. I had never been to a murder trial over there, 
so I attended part of the trial. I got on the ship 
at Southampton to come back to the States, and seven 
weeks later, I saw where the fellow was hung. Be- 
lieve me, over here he wouldn’t have been caught 
vet. 


EXCERPTS FROM THE BULLETIN OF THE 
MEDICAL SOCIETY OF THE STATE OF NEW 
YORK 

Last year the common cold cost more than 
$5,000,000 in loss of wages. More absences from 
work are due to it than to any other illness. When 
you have a cold, stay home, and if it is severe, re- 
member pneumonia as a possible danger. 


Rudolph Virchow, who gave to biology the impetus 


a member of the German Reichstag many years of 
his life. 


The increasing number of cases of trench mouth js 
attributed, by Dr. Don C. Lyons, of Jackson, Mich., 
to uncleanliness in glasses used in taverns and eat- 
ing establishments serving alcoholic beverages. 


Doctors think of what they call the “clinical pic- 
ture” in studying their cases. “What is spoken of 


which formed the foundation for the study of | 


as a clinical picture,” said Dr. Francis W. Peabody, 
former Professor of Medicine, at Harvard Medical 


" School, “is not just a photograph of a man sick in 
heredity, was interested h in politics to be | 
bed; it is an impressionistic painting of the patient 


surrounded by his home, his work, his relations, his 
joys, sorrows, hopes and fears.” 


- 
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CASE 22061 
PRESENTATION OF CASE 


A thirty-one year old Italian toolmaker was 
admitted complaining of a persistent cold. 


About one month before entry the patient 
developed a slight cough productive of a small 
amount of yellowish sputum. This began to 
subside a week later, at which time he attended 
a carnival. On the following day he had 
‘chills’? and three days later developed fever 
and malaise. Thereafter he was confined to bed. 
For a few days following this exacerbation his 
eough was productive of brownish sputum but 
since had continued to be yellowish in color 
with an occasional foul odor. There were in- 
frequent night sweats, considerable anorexia, 
and some insomnia. The slightest exertion 
caused shortness of breath. 


Physical examination showed a well-developed 
and nourished young man who looked moderate- 
ly ill. The skin was moist and warm. Chest 
expansion was limited on the right side. Dis- 
tant bronchial breathing was heard in the right 
infraclavicular region. There was lessened tac- 
tile fremitus, dullness, distant bronchial breath- 
ing, and high pitched exaggerated vocal reso- 
nance over the right lower chest posteriorly. An 
inspiratory friction rub was audible in this 
region and a pleuropericardial rub was said to 
have been heard over the precordium. Exami- 
nation of the heart was otherwise normal. The 
blood pressure was 110/70. There was question- 
able clubbing of the fingers. 

The temperature was 99°, the pulse 110. The 
respirations ‘were 30. 

Examination of the blood showed a red eell 
count of 4,900,000, with a hemoglobin of 85 
per cent. The white cell count was 9,800, 81 
per cent polymorphonuclears. <A single sputum 
specimen was mucoid in appearance with scat- 
tered blood flecks. <A single acid-fast bacillus 
was found. 

X-ray examination of the chest showed dull- 
ness in the lower half of the right lung field. 
In the upper portion of the chest dullness was 
more marked in the hilar region. 

On the afternoon of his second hospital day 


the patient suddenly became markedly dyspneie, 
cyanotic, and apprehensive. The respirations 
increased to 50 and the pulse became weak with 
a rate of 170. The chest signs were unchanged. 
The patient expectorated a small amount of 
strongly tenacious sputum but his condition re- 
mained unchanged. A white blood cell count 
was 27,000. An x-ray showed, in addition to the 
previous findings, dullness involving the right 
apex and infraclavicular regions and marked 
displacement of the trachea to the right. Despite 
the administration of small doses of morphin 
and the use of an oxygen tent the patient’s con- 
dition remained unchanged. The temperature 
rose to 103°, and he died about twelve hours 
after the onset of the acute episode, at the 
beginning of his third hospital day. 


DIFFERENTIAL DIAGNOSIS 

Dr. M. Crapman: Will you please 
demonstrate the x-rays, Dr. Holmes. 

Dr. Grorce W. Hotmes: I do not under- 
stand the x-ray note. It is a bit ambiguous. 
The difference was twenty-four hours. This 
film was taken from the front of the chest ap- 
parently in the upright position. This one 
was taken with the patient lying on the back, 
a portable film. The difference in appearance 
may be due to difference in position of films 
or it may be due to shift of fluid in the pleural 
space. I rather think it is the former and not 
an actual change in the lung condition in this 
interval. There is a considerable area of dull- 
ness here and yet the heart is not displaced away 
from it. In fact, if anything the heart is toward 
the lesion. I am not able to make out the posi- 
tion of the diaphragm on either side. Usually 
when there is no fluid present you can see the 
diaphragm even though the lung is collapsed. 
This failure to see the diaphragm may be due 
partly to the quality of the film—both films are 
poor. I think we can say that the left lung is 
normal and that the heart is not enlarged. It 
is displaced somewhat toward the lesion. The 
lesion in the lower part of the chest must be 
due in part to collapse of the lung. Air is not 
getting into the lower half of the chest in the 
normal way. I do not think that would explain 
the whole picture however. There is either some 
fluid in the pleural space or consolidation in 
the lung, as well as partial collapse. 

Dr. CHAPMAN: I must say that this final re- 
port is much different from that appearing in 
the abstract. You did not comment on the 
trachea, Dr. Holmes. 

Dr. Houmes: I would not be at all con- 
cerned about the displacement of the trachea. 
It may be due to rotation, although it does look 
as though it were displaced. 

Dr. CHAPMAN: We can say it did not push it 
away but seemed to contract the mediastinum 
toward the side of the lesion. 

To go back over the history, there are two or 
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three points that are of interest to lead to the 
summary of the situation. The first thing is 
he is thirty-one years old and an Italian tool- 
maker. Offhand I do not think of any indus- 
trial hazard in toolmaking except in the granite 
industry where men are exposed to large amounts 
of silica dust. We do not know where he was 
a toolmaker. 


A month before entry he complained of the 
onset of cough and chills appeared a week later. 
He was ill first and then went to a carnival, 
came back, and the following day took to his 
bed. He was in bed three weeks before he came 
to the hospital. The next point is that he had 
occasional foul sputum. I suppose we might as- 
sume that he had intermittent bronchial obstruc- 
tion. Severe shortness of breath was an outstand- 
ine complaint. Upon physical examination we 
found he had distant bronchial breathing in 
the right infraclavicular region and over the 
right lower lobe there was dullness, diminished 
tactile fremitus distant bronchial 
breathing. These are the signs of partial ob- 
struction to the bronchus, with partial collapse. 
However, the physical finding of increased vo- 
cal resonance is rather confusing and I do not 
see how it fits unless there is a cavity. In other 
words, it may be amphoric breathing but it is 
hard to tell. However, the signs are consistent 
with partial obstruction to a bronchus with 
some consolidation or collapse of the lobe. 


There was questionable clubbing of the fin- 
gers. We must remember he had been ill four 
weeks and this may be true clubbing beginning 
after four weeks’ illness. 

There is no mention of examination of the 
abdomen or glands. We do not know whether 
the spleen was palpable or not. 

When we come to the laboratory examination 
IT would like to know whether the Hinton test 
was done. It is hard to attach mueh signifi- 
cance to the finding of a single acid-fast bacil- 
lus beeanse objects resembling acid-fast bacilli 
can easily be seen on a scratched piece of glass- 
ware, so it is important to have clean glassware 
with no scratches. 

As to the x-rays, what happened, following 
this terminal episode, is that there was a spread 
of dullness over the upper lung field and the 
mediastinum contracted toward the side of the 
lesion rather than away from it. 

I believe that this man had signs of partial 
obstruction to his bronchus with probable col- 
lapse or consolidation behind it and in this 
area later a lung abscess formed. The rapidity 
of the process and the progression of the symp- 
toms as contrasted with the first case are in 
favor of lung abscess. In favor of this is the 
occasional foul sputum and the changes in phys- 
ical signs. The x-ray is consistent with it, and 
Dr. Holmes bears it out in saying that it is 
also consistent with collapse or partial collapse 
of the right lower lobe. 


There is no history of aspiration of a foreign 
body unless we assume that an Italian at a car- 
nival may have inspired a foreign body. I do 
not know. As Dr. Lord has pointed out in a 
review of a series of cases, in about fifty per 
cent of the patients lung abscess is attributable 
to aspiration but in thirty-three per cent of 
them the onset is insidious and no cause can 
be found. 

The next step is to look for the cause of the 
obstruction of the bronchus to the lower lobe. 

‘‘In the upper portion of the chest dullness 
was more marked in the hilar region.’’ That 
is very suggestive the way it is reported here, 
but Dr. Holmes did not stress it as in the re- 
port. What do you think there is in that area, 
Dr. Holmes? 

Dr. Houmes: I think that that statement 
means nothing. If you read the one in the re- 
port the dullness was more marked in the hilar 
region and has nothing to do with dullness in 
the upper part of the chest. 

Dr. CHAPMAN: Then, as a cause of obstrue- 
tion we must think of foreign body, possibly as- 
pirated at the time of the carnival, and an un- 
resolved pneumonitis, the process going on while 
the man kept on his feet and finally leading to 
a lung abscess. 

Another possible cause is neoplasm. He is 
rather young, thirty-one, for carcinoma, but it 
is possible that a lymphoblastoma in the region 
of the right bronchus could cause pressure and 
partial collapse and lead to pneumonitis. The 
physical examination, however, does not sup- 
port this. There is no report of glandular en- 
largement, no evidence of disease of the lym- 
phatie system. 

Syphilis we must think of, and there again 
there is no Hinton report. I think we must ex- 
clude it assuming it is negative. 

Tuberculosis is a disturbing point. The find- 
ing of a single acid-fast organism I am _ in- 
clined to discount. The first picture does not 
show anything to indicate tuberculosis above 
the fourth rib, does it, Dr. Holmes? 

Dr. Hommes: No. 

Dr. CHAPMAN: I think tuberculosis is quite 
unlikely. Recently Dr. Hawkes, a former house 
officer here, reported an epidemic of trichino- 
sis in Italian people and his first case pursued 
a course not unlike this and died of unresolved 
pneumonia of the right lower lobe. It was not 
until after the second week of the disease that 
eosinophilia appeared. In his case the eosino- 
philia was the best lead but in our case no re- 
port is made of the differential count. It sim- 
ply says that there were 81 per cent polymorpho- 
nuclears. No differential count was done on the 
count of 27,000. Although trichinosis should 
be considered, it is quite unlikely. 

Lesions in the esophagus such as traction di- 
verticulum would lead to erosion through the 
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bronchus with this picture. No history of dif- 
ficulty in swallowing was indicated. 

Apparently the pericardium is involved, at 
least the parietal surface, as he had a pleuro- 
pericardial rub. 

The final episode may give a clue to the whole 
thing. It is a mysterious one. The physical 
signs suggest massive collapse and the medias- 
tinum shifted over to the side of the lesion but 
there is no x-ray evidence of further collapse 
there. He may have had a sudden extension re- 
sulting from rupture of encysted fluid, probably 
purulent, into the lung tissue and perhaps into 
the pleural cavity. The x-ray was taken lying 
down and such an episode would account for the 
diffuse dullness over the upper lobe. Consistent 
with this is the rise in white count, the marked 
shortness of breath and the rapid exitus. 


In conclusion, my diagnosis is lung abscess 
with some process partially obstructing the bron- 
chus to the right lower lobe. Originally because 
of the report on the paper I thought it was 
neoplasm and possibly, because of the report of 
density of the hilus, lymphoblastoma or sar- 
coma, but the x-ray does not bear that out, nor 
do the remaining physical findings, so that I am 
left with just that diagnosis alone. 

Dr. Donaxp S. Kina: I saw this patient the 
day he was admitted. In addition to the phys- 
ical signs as given in the record I found a defi- 
nite unilateral wheeze. As Dr. Chapman has 
told you the recorded physical signs were those 
of partial bronchial obstruction, and the mu- 
sical rales limited to one side seemed to me fur- 
ther evidence of such a condition. When I ex- 
amined the patient there was also a change in 
the breath sounds, and instead of much dimin- 
ished breathing there was bronchial breathing 
at the right base so that I felt justified in mak- 
ing a diagnosis of collapse with an open bron- 
chus. We were then faced with the question 
of what was causing this obstruction. The first 
thought naturally was intrabronchial tumor, 
and I think we did mention tuberculosis as a 
possibility because we have recently been im- 
pressed by the frequency of a tuberculous proc- 
ess within the trachea and bronchi. We have 
had two eases this fall with collapse of the 
upper lobe who were bronchosecoped with the 
expectation that a tumor would be shown. 
Neither case showed outcropping but the mu- 
cous membrane was abnormal in both cases and 
a biopsy specimen was diagnosed as tuberculosis. 
A third ease showed only slight changes in the 
parenchyma of one lung. The other lung ap- 
peared normal. Because of a persistent positive 
sputum artificial pneumothorax was instituted 
on the affected side, but in spite of eight months 
of such treatment with a complete collapse, the 
patient continued to raise a large amount of 
sputum containing many tubercle bacilli. 
Bronchoseopy was finally performed and showed 


the left main bronchus almost filled by tubercu- 
lous granulation tissue. 

The day after this first examination I re- 
ceived a telephone call in which the sudden 
change in the clinical picture was described. 
Because of what we had found on the previous 
examination I thought that there had probably 
been a sudden complete occlusion of the bron- 


-chus and that we were dealing with a massive 


collapse. The patient was then examined to see 
if we could find evidence of complete bronchial 
obstruction sufficient to warrant an emergency 
bronchoscopy. We also had in mind a possible 
emergency artificial pneumothorax in order to 
relieve the symptoms which are sometimes 
caused by an acute massive collapse. Physical 
examination and x-ray, however, did not give 
us evidence of such an obstruction so that the 
advice was for morphia and oxygen. Although 
the patient was relieved by these measures he 
died a few hours later. We were not prepared 
for the autopsy findings. 


CLINICAL DIAGNOSES 


Lobar pneumonia. 
Neoplasm ? 
Tuberculosis of the lung? 


Dr. 'EarteE M. CHAPMAN’s DIAGNOSIS 
Abscess of the lung. 
ANATOMIC DIAGNOSES 


Tuberculosis, chronic, right upper lobe. 

Acute tuberculous pneumonia, right lower 
lobe. 

Pulmonary embolus. 

Pulmonary infarction, early, left lower. 

Pulmonary atelectasis, right upper. 


PATHOLOGIC DISCUSSION 


Dr. Tracy B. Matuory: This man had his 
sudden terminal episode two or three days too 
early for the convenience of the hospital. I 
think if they had had more time to investigate 
they would have come closer to the diagnosis. 
He came to us with a number of questioned 
diagnoses on the death report varying from 
lobar pneumonia, through abscess, cancer of the 
lung, to tuberculosis. What we found was a 
very extensive severe tuberculosis, nothing else. 
He had an old fibrous lesion at the apex, evi- 
dently the source of the infection, and then 
an acute tuberculous pneumonia which involved 
primarily his lower lobe on the same side; 
approximately three-fourths of that lobe was 
solid with tuberculous pneumonia, almost lobar 
distribution. There were scattered spots 
through his various other lobes with occasional 
lobules of tuberculosis, evidently a pneumonia 
spread by the air passages rather than through 
the blood stream. We found nothing to ex- 
plain the bronchial plugging except the pres. 
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ence of a large amount of thin mucoid exudate 
which could easily come and go and produce a 
varying picture. The right upper lobe showed 
extensive atelectasis. 

The terminal episode was still more of a com- 
plete surprise. That consisted of a large pul- 
monary embolus which lodged in the artery to 
the left lower lobe. , 

A Puysictan: Any evidence of tuberculosis 
in the left lung? 

Dr. MAtuory: There was one spot way down 
at the left base where a group of several lobules 
showed pneumonie exudate, with scattered in- 
dividual lobules elsewhere, but no very large 
amount. 

A PHYSICIAN: 
sion ? 

Dr. MALLORY : 

A PHYSICIAN: 
from ? 

Dr. Mautuory: We do not know. We were 
restricted to the chest. Such cases usually, in 
my experience, show thrombosis of the deep veins 
of the leg, however. 


Was there any pleural effu- 


About 100 eubie centimeters. 
Where did the embolus come 


CASE 22062 
PRESENTATION OF CASE 


A fifty-seven year old unemployed Syrian en- 
tered complaining of hematuria. 


Twelve years before admission following right 
lumbar pain a stone was removed from his 
right kidney. He remained well until seven 
years before admission when another stone was 
removed from the same kidney. There were no 
symptoms following the second operation until 
three months before admission when he devel- 
oped burning pain upon micturition, and cloudy 
urine. At about the same time he began to have 
frequency six to eight times and nocturia one to 
four times. Two months before admission he 
began passing small clots of blood which con- 
tinued until his urine became pink and more 
recently deep red. On several occasions during 
the week before entry he had been unable to 
urinate until a clot was passed. During this 
two month period he had pain in both kidney 
- regions. On the morning of admission he en- 
tered the Out-Patient Department with acute 
urinary retention. Eighteen ounces of red urine 
was obtained and an attempt at cystoscopy in 
the Out-Patient Department was fruitless be- 
cause of the large amount of blood in the blad- 
der. During the past three months his appetite 
had been poor and he had lost about 30 pounds 
in weight. 

His marital and family histories are non-con- 
tributory. He had had an attack of gonorrhea 
thirty years before entry. 

Physical examination showed a fairly well- 
developed and undernourished, pale, dehydrated 


man with a slight trace of acetone on his breath. 
The skin and mucous membranes were pale. 
Many of his teeth were missing. The heart and 
lungs were negative. There was a hard ques- 
tionable rough mass about 8 centimeters in diam- 
eter situated just above the umbilicus which was 
taken to be the bladder. There was a scar in the 
right flank. The blood pressure was 130/70. 

The temperature was 100.1°, the pulse 112. 
The respirations were 30. 

The urine was red and showed a brown test 
for sugar. The sediment was loaded with red 
blood cells and also contained a few white blood 
cells. Examination of the blood showed a white 
cell count of 10,900. The nonprotein nitrogen 
of the blood was 51 milligrams. The blood sugar 
was 456 milligrams. 

A plain abdominal film showed a slightly en- 
larged right kidney outline. The left kidney 
was very large and clongated and overlying its 
lower pole were three shadows having the ap- 
pearance of stones. There was also a shadow 
two centimeters in diameter overlying the lower 
right sacrum apparently in the course of the 
right ureter. There were also two small faint 
shadows in the region of the gallbladder. In- 
travenous dye appeared on the left in good con- 
centration. On the right there was very little 
evidence of secretion. The upper urinary tract 
on this side appeared considerably dilated. On 
the left there was gross dilatation of the kid- 
ney pelves and major calices with clubbing of 
the minor ealices. The bladder was not visu- 
alized. The lung fields were clear. 

On the second day bilateral nephrostomies 
were performed. <A cystoscopy was not very sat- 
isfactory but there seemed to be marked edema 
and a large amount of blood clot clinging to the 
bladder wall. There were some areas that sug- 
gested neoplasm. Five days later a suprapubic 
eystotomy and fulguration of the bladder tu- 
mor were performed. Following operation 
there was a sharp rise in temperature. In spite 
of insulin treatment, 10 to 30 units a day, his 
blood sugar remained fairly elevated. His non- 
protein nitrogen rose to 81. The CO. combin- 
ing power was 36.4 per cent. He rapidly failed 
and died twelve days after admission. 


DIFFERENTIAL DIAGNOSIS 


Dr. E. Ross Mintz: There are a number of 
diagnoses given to us in this history practically 
ready-made. Among them are recurrent neph- 
rolithiasis, diabetes mellitus, and a_ vesical 
neoplasm. It is not unusual for patients with 
one kidney stone to form others. It is not 
common, however, for renal stones to produce 
eross hematuria, although they may very well 
do so; yet it is not the rule. The character of 
hematuria that one sees in calculus disease of 
the kidney is usually a pinkish urine or micro- 
scopic hematuria, and not hematuria with 
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clots, clots so large as to produce obstruction 
to urination, and fill the bladder so completely 
with blood. If the hematuria is renal in origin 
one must consider the question of renal neo- 
plasm associated with stones. This is fairly 
common in the papillary and epidermoid car- 
cinoma of the pelvis of the kidney and would 
fit in with a question of a tumor in the blad- 
der; yet the probability is that there is no 
renal tumor. 

I notice there has been no mention of what 
the serum calcium and phosphorus showed in 
this particular case, although it probably would 
not have any relation to the present condition ; 
yet it would be interesting to know if the pa- 
tient had evidence of hyperparathy roidism. 

A flat plate of the abdomen showed a num- 
ber of shadows in the left renal pelvis which 
had the appearance of stones, and there was 
also a shadow in the right lower quadrant in 
the course of the right ureter. Intravenous neoi- 
opax was not excreted by the right kidney, but 
was by the left. In all probability the patient 
had a small stone in the lower end of the right 
ureter which probably completely obstructed 
it. This would fit in with the finding of a 
large kidney on the right side. It is interesting 
to note that at no time were there any symptoms 
of left renal colic. On cystoscopy a bladder 
tumor was found. It would be important to 
know just what type of tumor was found and 
the size and location of the tumor. It may well 
be that a vesical neoplasm could obstruct the 
right orifice, accounting for the nonfunctioning 
kidney on that side. 

The high nonprotein nitrogen could be ex- 
plained in various ways. The patient was evi- 
dently acidotic, for the carbon dioxide combin- 
ing power was 36.4 per cent. The elevated 
nonprotein nitrogen might have been due to 
marked renal damage caused by blockage in 
the right ureter and stones in the left, which 
may or may not have completely blocked the 
ureteral pelvic juncture, or may have been due 
to an overdistended bladder with back pressure. 
It is, however, unusual with that amount of 
nitrogenous retention and kidney damage, and 
also considering the patient’s age, fifty-seven, 
to have the blood pressure only 130/70. taking 
into consideration that on physical examina- 
tion no cardiac lesion was found. I am also 
surprised to see that the temperature is no high- 
er, and also that there are no more than a few 
white cells in the urine, for it is known that 
diabetics are very prone to infection. It makes 
one wonder if the patient has a completely 
blocked-off kidney on the right with a pyoneph- 
rosis behind it. 

It would be interesting to know just what 
was obtained and what was found when the 
bilateral nephrostomies were done. It would 
seem that if the hematuria were coming from the 
kidneys the nephrostomy tubes should have 


been able to take care of it without having the 
bladder fill with blood clots five days after the 
operation. It would make one feel that without 
question the hematuria was vesical in origin 
and probably the tumor in the bladder was more 
extensive than the record of the operative find- 
ings indicates. 

Nephrostomies, are not without dangers. I 
have seen excessive bleeding, sepsis in the kid- 
ney, and in one particular case a renal infaret 
following this operation. 

One begins to wonder whether the patient’s 
temperature of 100.2°, the white count of 
10,900, and the blood pressure of 130/70 in- 
dicate the real pathology present. It sounds 
to me as though the patient were in extremis, 
and confirmatory evidence for this can be de- 
duced from these three findings. Sepsis is un- 
questionably present and probably will be found 
in the right kidney either in the form of a pyo- 
nephrosis or in the form of small miliary ab- 
scesses. Of course, there will be sepsis in the 
left kidney. 

I believe the lesion in 1 the bladder is an epi- 
dermoid carcinoma. As no calcium and _ phos- 
phorus blood studies were done, one cannot 
say whether the patient has a parathyroid tu- 
mor. <A history of reeurrent bilateral stones 
is highly suggestive of it, although a fair per- 
centage of cases with bilateral stones have been 
proved to have no pathology in the parathyroid 
gland. 


CLINICAL DIAGNOSES 


Bilateral renal ealeuli. 
Careinoma of the bladder. 
Diabetes mellitus. 


Dr. E. Ross Mintz’s DIAGNOSES 


Epidermoid carcinoma of the bladder. 
Bilateral nephrolithiasis. 

Diabetes mellitus. 

Pyelonephritis. 


ANATOMIC DIAGNOSES 


Epidermoid carcinoma of the bladder, bilat- 
eral. 

Hydronephrosis. 

Pyelonephritis. 

Nephrolithiasis. 

Operative wounds: Cystotomy and bilateral 
nephrostomy. 

Septic spleen. 

Arteriosclerosis. 

Parathyroid cyst. 


PATHOLOGIC Discussion 


Dr. Tracy B. MAttory: The autopsy find- 
ings confirm the double diagnosis of nephrolithi- 
asis and carcinoma of the bladder. The eav- 
ity of the bladder was almost completely filled 
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with a large, partly necrotic cauliflower mass, 
which was attached to the posterior wall. It did 
not involve the mouth of either ureter. On 
microscopic examination it proved extremely un- 
differentiated, but a suggestion of cornification 
here and there made us feel that it should be 
classified as an epidermoid. The right kidney 
pelvis was greatly dilated and the nephrostomy 
wound opened into it. Practically no recogniz- 
able renal parenchyma could be identified. The 
left kidney was extremely large, weighing 650 
grams. This was due probably in part to com- 
pensatory hypertrophy, and certainly in part 
to an extensive infectious process since on see- 
tion innumerable small abscesses were evident. 
The pelvis contained five stones, varying in size 


from three centimeters to four millimeters in 
maximal diameter. The renal vein was partial- 
ly oceluded by a fresh thrombus. The patient 
showed a typical septic spleen which weighed 
slightly over 700 grams, was very soft and 
flabby with invisible markings. The heart was 
essentially negative except for numerous 
sclerotic patches in the coronary arteries and 
a moderate degree of calcification at the bases 
of the aortic cusps. It was not felt, however, 
that these findings would have produced any 
symptoms. The parathyroids were examined 
with care but proved negative except for the 
presence of a small cyst in one gland. Cysts of 
this type are fairly common incidental autopsy 
findings and have no functional significance. 


2147 
36 


264 EDITORIAL DEPARTMENT 


N. E. J. OF M. 
FEB. 6, 1936 


The New England 
Journal of Medicine 


SUCCESSOR TO 
THE Boston MEDICAL AND SURGICAL JOURNAL 
Established in 1828 


Published by THE MASSACHUSETTS MEDICAL SOCIETY 
under the jurisdiction of the 


COMMITTEE ON PUBLICATIONS 
R. I. Lew, M.D., Chairman Homer GaGp, M.D. 
R. B. Oscoop, M.D. R. M. Smitrn, M.D. 
F. H. Laney, M.D. 


EpDITORIAL STAFF 

Rew Hunt, M.D. STEPHEN RUSHMORE, M.D. 
JouHN P. SuTHERLAND, M.D. Hans ZINSsER, M.D. 
R. MINOT, M.D. BENJAMIN WHITE, PH.D. 
Henry R. Viets. M.D. 
SHIELDS WARREN, M.D. RoBertT N. Nyp, M.D. 
Grorep L. Topsy, M.D. Rorert M. Green, M.D. 
C. Guy Lang, M.D. CHaRLes C, Lunp. M.D. 

A. RoGers, M.D 


Water P. Bowers, M.D., Managing Editor 


ASSOCIATH EpITORS 


G. SmitH, M.D. WILLIAM B. BREED, M.D. 
JospEPH GARLAND, M.D. 


THE NEW HAMPSHIRE MEDICAL SOCIETY 
PUBLICATION COMMITTEE 
CARLETON R. Metcatr, M.D. Henry H. AMSDEN, M.D. 
WaRREN H. BUTTERFIELD, M.D. 


THE VERMONT STATE MEDICAL SOCIETY 
PUBLICATION COMMITTEE 


G. RicKeER, M.D. 
L. H. Ross, M.D. 


Cc. F. M.D. 


SUBSCRIPTION TERMS: $6.00 per year in “dvance, postage paid 
for the United States, Canada $7.04 per year, $8.52 per year 
for all foreign countries belonging to the Postal Un 

Material for early publication should be received not later 
than noon on Saturday. Orders for reprints must be sent to 
the Journal office, 8 Fenway. 

The Journal does not hold itself responsible for statements 
made by any contributor. 

Communications should be addressed to The New England 
Journal of Medicine, 8 Fenway, Boston, Mass. 


PROTAMINE INSULIN 


ANY advancement in the treatment of dia- 
betes is ‘‘news’’. No better proof of this is re- 
quired of the vast multitude of diabetics in the 
country and of their relatives and friends than 
the prominence given in the press recently to the 
Hagedorn protamine insulin. Unlike many an- 
nouncements of new remedies, this would appear 
to err on the side of conservatism, because the 
implications which must follow a control of the 
blood sugar of diabetics for twenty-four hours 
are so far-reaching. If the blood sugar is nor- 
mal, the blood fat, the reaction of the blood, 
the glycogen storage in the tissues presumably 
will become normal too, and in fact, the diabetic 
will approach still more closely the normal state. 
As a result, complications should decrease and 
the premature arteriosclerosis of the diabetic, 
which insulin had deferred to a considerable ex- 
tent, should begin to be a thing of the past. 

It is true that the present preparation of 
protamine insulin will not act quickly enough 
in coma and will not enable the patient to eat 


carelessly. However, in combination with regu- 
lar insulin it will allow adequate diets, and by 
controlling the disease not only prevent the on- 
set of hyperglycemia with the danger of coma, 
but hypoglycemia with the danger of reactions. 
Results to date of studies now in progress sug- 
gest that there will result a preparation of pro- 
tamine insulin which can be used exclusively 
—without the aid of regular insulin. 

Protamine insulin promises to work almost a 
revolution in the treatment of diabetes. To the 
Naunyn, Allen, and Banting Eras, our friends 
at the George F. Baker Clinic tell us that we 
now must add a fourth, the Hagedorn Era. 

It is no secret that the new protamine in- 
sulin came to Boston first for trial,‘ because of 
a hint from a Boston medical Nobel Prize win- 
ner. A year ago in Copenhagen he met an- 
other Nobel medalist, Professor Krogh, who is 
one of the Trustees of the Steno Memorial Hos- 
pital, and there was introduced to Dr. Hagedorn. 

Hagedorn is a familiar name to doctors. The 
present Hagedorn is known the world over be- 
cause of the Hagedorn-Jensen technic for esti- 
mation of the blood sugar. His originality and 
versatility are well-known. For some years he 
has been in charge of the laboratory in Copen- 
hagen in which insulin is manufactured for the 
Scandinavian countries, Finland, Norway, Swe- 
den, and Denmark, under the supervision of the 
Danish king. The profits from the sale of in- 
sulin have been set aside for research, both in 
an adjoining laboratory and in a hospital of 
twenty-two beds, chiefly for diabetics, just across 
the street. Dr. Hagedorn presides over all three 
institutions, and in each his inventive genius is 
apparent. 

Commercial insulin is an acid—insulin hydro- 
chloride—with a pH of 2.4. It thus radically 
differs from the reaction of the blood which is 
alkaline and has a pH of 7.4. Hagedorn con- 
ceived the idea of combining insulin with a base, 
and for this purpose resorted some years ago 
to trials with the various protamines, produced 
first by Miescher in 1868 and first used as pro- 
tein precipitants by Kossel in 1890. <A product 
near the pH of body fluids naturally would dif- 
fuse more slowly than one whose reaction was 
acid. We understand Hagedorn went through a 
laborious process in his search for the protamine 
he wanted, and suspect it required all the pa- 
tience of an Ehrlich in his discovery of 606. 
Oddly enough, the protamine in the sperm of 
fish, and particularly in that of salmo iridius, 
rainbow trout, an American fish, proved the 
best to use. At present regular insulin and the 
protamine are dispensed in separate bottles and 
must be mixed before injection. <A precipitate 
forms, but this is of so fine a character that 
it readily passes through a hypodermic needle 
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and indeed causes no more local reaction than 
ordinary insulin. 


This new discovery in the treatment of dia- 
betes wakes us all up. It makes us realize how 
rapid progress in medicine has grown to be. 
Galen described his two cases of diabetes in the 
second century, but it was not until the six- 
teenth century that Paracelsus evaporated the 
urine of a diabetic and observed that it left a 
large residue of ‘‘salt’’. Rollo instituted the 
dietetic treatment of diabetes only 140 years 
ago. When Toronto gave us insulin, we became 
altogether too smug in our satisfaction that dia- 
betics were living twice as long as half a genera- 
tion ago and not dying, on the average, until 
they reached sixty-three years. We were hard- 
ly prepared for a new therapeutic diabetic mile- 
stone so soon and it is for this reason that 
Hagedorn’s protamine insulin upsets all our 
calculations. 


Best of all, this new discovery of Hagedorn 
emphasizes anew that. it is brains, not bricks 
and mortar, which bring progress in medicine. 
We do not need more beds in our hospitals 
anywhere nearly so much as we need more 
brains. Think of what already has _ been 
wrought through this new method of treatment. 
It has given hope literally to millions of dia- 
betics throughout the world and they are stim- 
ulated to keep alive a few months longer to 
reap its benefits. No extra hospital beds will 
be required! 

In ‘‘Man, the Unknown’’ Carrel refers to dia- 
betes, and his remarks are most pertinent to 
the present occasion. ‘‘For instance, insulin 
brings about the disappearance of the svymp- 
toms of diabetes. But it does not cure the dis- 
ease. Diabetes can be mastered only by the dis- 
covery of its causes and of the means of bring- 
ing about the repair or the replacement of the 
degenerated pancreatic cells. It is obvious that 
the mere administration to the sick of the chem- 
icals which they need is not sufficient. The or- 
gans must be rendered capable of normally 
manufacturing these chemicals within the body. 
But the knowledge of the mechanisms responsi- 
ble for the soundness of glands is far more pro- 
found than that of the products of these glands. 
We have so far followed the easiest road. We 
now have to switch to rough ground and enter 
uncharted countries. The hope of humanity 
lies in the prevention of degenerative and men- 
tal diseases, not in the mere care of their symp- 
toms. The progress of medicine will not come 
from the construction of larger and better hos- 
pitals, or larger and better factories for phar- 
maceutical products. It depends entirely on 
imagination, on observation of the sick, on med- 
itation and experimentation in the silence of 
the laboratory.’’ 

If Carrel is correct and brains are important 
in the field of medicine, how long will it take 


for us plain people, following the lead of Pres- 
idents Lowell and Conant, to demand that 
brains shall be recognized in every field of hu- 
man endeavor? 


HOUSE BILL NO. 34 


THE hearing on this bill was conducted on 
January 23, and was sponsored by Dr. Stephen 
Rushmore, Dr. Charles E. Mongan, Dr. Frank 
H. Lahey, Dr. Francis R. Mahony and Dr. Wal- 
ter P. Bowers. 

The opposition was conducted by representa- 
tives of the College of Physicians and Surgeons 
and the Massachusetts Osteopathic Association. 

There is an opportunity for all physicians 
interested in.this matter to use influence with 
members of the Legislature, before the report is 
considered by the General Court. 

Persons interested in having House Bill 34 
become a law may well ask questions as to how 
their hopes may be realized. It is to the inter- 
est of nearly every person in the state to have 
the bill passed, but on the other hand few per- 
sons are interested in doing anything about it. 
It is a problem of practical polities. 

The first consideration concerns the impor- 
tance of the issue. Does it really make any 
difference what kind of doctors are permitted 
to practice in Massachusetts? Is disease after 
all something which can be controlled by in- 
telligent actions? Can one, by taking thought, 
add years to the span of his life? Yes, is the 
emphatic answer to each of these questions, and 
yet one finds many persons whose activities sug- 
gest that their answer would be No. 


There is no doubt that better health is pos- 
sible, that better protection against disease is 
practicable, that better protection against in- 
competent and unscrupulous physicians can be 
obtained if the citizens are willing to provide 
the means. It is not a question of increased 
expenditure of money: it is merely by exercise 
of duly constituted authority to secure protec- 
tion, legal enactment to increase the scope of 
the work of machinery already created and 
functioning. 

In order to secure this legal enactment it must 
be made clear to the legislators that what far- 
sighted statesmen sought years ago has become 
a popular demand. It must be made clear to 
the citizens just what is at stake. They must 
understand that it is their health which is in- 
volved, their protection which is sought, and 
they must be persuaded that a real danger ex- 
ists. 

There is little need of new facts hitherto un- 
known: new facts would merely support what 
is known. It is rather a problem of bringing to 
the attention of voters throughout the state 
facts which have been well known to a small 
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group for years. As the knowledge is spread 
there will be attempted rebuttal by misrepresen- 
tation of fact and motive and recriminations 
will be rife. 

The persons best qualified to take the lead- 
ing part in spreading knowledge of the facts are 
the physicians. To them, in spite of much mis- 
representation and abuse for the doctor, the 
sick instinctively turn for knowledge about dis- 
ease and its relief. They, better than any other 
group, can lead the way. Yet comparatively 
few physicians are keenly aware of the facts in 
the present intolerable situation. _Massachu- 
setts has the lowest statutory standards of prac- 
tice in the United States, and there are ad- 
mitted to practice in Massachusetts each year 
a considerable number of physicians whom no 
other state in the Union would regard as quali- 
fied even to be admitted to the examination for 
licensure. 

There is presented then to the medical pro- 
fession a duty and an opportunity to enlighten 
the public, so that public opinion will demand 
that Massachusetts should give to its citizens 
at least as much statutory protection as the 
other states give to their citizens. 

Terras irradient! Let them enlighten the 
earth! Let the medical profession do its part 
in enlightening the voters of Massachusetts. 


Che Massachusetts Medical Society 


THE SURGICAL SECTION 


Tue Surgical Section of the Massachusetts 
Medical Society will hold its annual session in 
Springfield at 9:30 on the morning of June 
ninth. Dr. Mont R. Reid. Professor of Surgery 
at the University of Cincinnati, has accepted an 
invitation to address the Section, and has 
chosen to speak on the subject of ‘‘ Wound 
Healing.’’ Dr. Reid and his colleagues have 
been conducting some researches on this very 
fundamental problem, a problem of interest not 
only to surgeons but to all practitioners of med- 
icine, every one of whom is concerned with 
the practical side of this subject in greater or 
lesser degree. Dr. Reid, noted for his pains- 
taking work and for his surgical finesse, will 
present a paper which everyone should hear. 

The balance of the program of the Section 
will be varied to appeal to the interest of dif- 
ferent groups of surgeons, rather than limited 
to a symposium on one subject. The officers of 
the Section will be glad to receive, from mem- 
bers of the Society anywhere in the state, ab- 
stracts of papers which they deem worthy of 
inclusion in the program, and desire to present. 
Such requests should be submitted before March 
first, and will be carefully considered before the 
final program is selected. 

With the increased tendency in recent years 


toward limitation and concentration of interest 
and fields of activity among doctors, it should 
be emphasized that, just as surgeons would be 
better surgeons if they attended more scientific 
meetings on purely medical subjects, so also 
will those doing medical work profit by at- 
tendance at surgical meetings. 


THIS WEEK’S ISSUE 


ConTaAINs articles by the following named au- 
thors : 


Sow.es, Horace K. A.B., M.D. Harvard 
University Medical School 1915. F.A.C.S. As- 


sistant Visiting Surgeon, Massachusetts General 


Hospital. Associate Surgeon, Faulkner Hospi- 
tal. Consulting Surgeon, Lawrence Memorial 


Hospital. His subject is ‘*Obliterative Cholan- 
geitis Involving the Extrahepatie Bile Ducts.”’ 
Page 227. Address: 279 Clarendon Street, 
Boston, Mass. 


QuinBy, WituiAM A.B., M.D. Harvard 
University Medical School 1902. F.A.C.S. Clin- 
ical Professor of Genito-Urinary Surgery, Har- 
vard University Medical School. Urologist, 
Peter Bent Brigham Hospital, Boston. His sub- 


ject is ‘‘Ureterovesical Carcinoma. Cystectomy 
—Ureterosigmoidostomy.’’ Page 232.  <Ad- 


dress: Peter Bent Brigham Hospital, Boston. 
RANDALL, ALEXANDER. M.A., M.D. Johns 
Hopkins University Medical School 1907. 


F.A.C.S. Professor of Urology, University of 
Pennsylvania School of Medicine. Urologist, 
Hospital of the University of Pennsylvania, 
Chestnut Hill, Germantown Hospitals, Phiia- 


delphia, and Abington Memorial Hospital, 
Abington. His subject is ‘‘An Hypothesis for 


the Origin of Renal Caleulus.’’ Page 234. Ad- 
dress: 1323 Medical Arts Building, Philadel- 
phia, Pa. 


ALBRIGHT, L. A.B., M.D. 
University Medical School 1931. Formerly, 
Fellow in Surgery, Lahey Clinic. Now, Asso- 
ciate, Surgical Staff, New England Baptist Hos- 
pital. His subject is ‘‘The Management of 
Fibroma of the Retropharynx: Report of a 
Case.’’ Page 242. Address: 171 Bay State 
Road, Boston. 


Harvard 


GARFIN, SAMUEL W. D.M.D., M.D. Boston 
University School of Medicine 1922. Assistant 
Laryngologist, Collis P. Huntington Memorial 
Hospital. Assistant Surgeon, Aural Service, 
Boston City Hospital. Assistant Laryngologist, 
Beth Israel Hospital. Address: 485 Common- 
wealth Avenue, Boston. Associated with him is 

PEARL, SAMUEL M. M.D. Tufts College Med- 
ical School 1911. Assistant Visiting Physician 
for Immunology, Boston City Hospital. Ad- 
dress: 27 Bay State Road, Boston. Their sub 
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ject is ‘‘Ionization in the Treatment of Hay 
Fever and Allied Conditions.’’ Page 244. 


SquirE, Amos O. M.D. Columbia University 
College of Physicians and Surgeons 1899. Chief 
Medical Examiner, Westchester County, New 
York. Consultant, Sing Sing Prison. His 
subject is ‘‘Why People Commit Crime and 
How to Meet the Problem.’’ Page 247. Ad- 
dress: 36 South Highland Avenue, Ossining, 
N. Y 


Che Massachusetts Medical Society 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 


Cc. J. KickHAm, M.D., R. S. Titus, M.D., 
Chairman Secretary 
524 Commonwealth Ave., 472 Commonwealth Ave., 
Boston, Mass. Boston, Mass. 


DIABETES IN PREGNANCY 


Until the discovery of insulin diabetes in preg- 
naney was a very serious complication. For- 
tunately diabetes was a definite cause of steril- 
ity, few diabetics becoming pregnant. Fortu- 
nately again diabetes was a cause of miscarriage, 
so that actually very few diabetics who became 
pregnant ever succeeded in reaching term, and 
among these who did reach term most of the 
babies were born dead. Because of the small 
chance of a diabetic having a living child and 
because of the extreme danger to the mother 
from coma and diabetic death, most diabetics 
were advised against becoming pregnant and 
those who did become pregnant were very often 
aborted. 


Now, insulin has very largely changed this 
picture. Insulin is doing for the diabetic preg- 
nant patient what insulin has done for the ordi- 
nary medical diabetic. It has increased fertility, 
it has saved the lives of children developing dia- 
betes in their teens who, before the discovery of 
insulin, would never have lived to maturity, 
so that some of these diabetics have actually 
been delivered of living children. In conse- 
quence, insulin has materially increased the 
number of diabetic patients who may become 
pregnant. Under intelligent care, it has made 
pregnancy safe for these diabetic mothers, but 
not yet does it guarantee living children to every 
diabetie. 

The problem of diabetes in pregnancy is pri- 
marily a medical problem. No one should think 
of caring for a sick diabetic, who is pregnant, 
who is not a trained specialist in diabetes. The 
obstetrician’s réle in this complication is not 


*A series of short selected articles by members of the Section 
is being published weekly. 

Comments and questions by subscribers are solicited and 
will be discussed by members of the Section. 


important until delivery. The method of 
delivering these diabetics must be entirely 
individualized. One cannot intelligently say 
that all diabetics should be handled in one 
manner. If one believes that all diabetics 
should be delivered normally at term, certain 
diabetie babies are going to be lost. If one 
says that all diabetics should be delivered by 
Caesarean section, certain cases will be sectioned 
that do not need it. The mild diabetic requires 
very little care beyond that given a normal 
case, but the severe diabetic—the child who de- 
veloped diabetes in the teens, who is alive today 
because of insulin, and who we feel should have 
only one or two pregnancies—does require very 
different treatment. Upon this latter type of 
case Caesarean section offers the best chance 
for the baby. 

We know definitely that some babies die in 
utero after viability that might well be saved 
if delivered before intrauterine death. Each 
case must be decided on its individual merits. 

It is not nearly enough to call a ease sue- 
cessfully treated when a living baby is deliv- 
ered. Experience has taught that babies of 
these diabetic mothers are most unstable. After 
birth they have very strange metabolic reac- 
tions—some of them have demonstrated a re- 
markable condition of hypoglycemia. These 
babies must be nursed and cared for by one 
trained in diabetes as carefully as the mothers 
have been cared for during the pregnancy. Con- 
sequently one sees that the problem of dia- 
betes in pregnancy is threefold: 

1. <A medical problem. The internist spe- 
cializing in diabetes must have intimate con- 
trol of the patient all during the pregnancy 
and labor, special attention being given those 
mothers who would not be living today were 
it not for insulin. 

2. <An obstetrical problem. The method of 
delivering these cases requires expert judg- 
ment, each case to be individualized. 

3. A pediatric problem. Because of the 
severe metabolic disturbances that these new- 
born infants show, they must be under expert 
diabetic, pediatric care after birth. 

If the diabetic who becomes pregnant is fol- 
lowed in this threefold manner, no mothers 
should be lost because of diabetes and the fetal 
mortality should become lower. , 


MISCELLANY 


A RECEPTION TO DR. WILLIAM B. KEELER 


In response to invitations extended by Dr. Charles 
F. Wilinsky, public health officials, physicians, rep- 
resentatives of voluntary health organizations, and 
associates of these groups met at the Myles Standish 
Hotel on the evening of January 29, 1936, to do 
honor to Dr. William B. Keeler, the newly appointed 
Health Commissioner of Boston. 
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Dr. Wilinsky as host and toastmaster gracefully in- 
troduced the after-dinner speakers and incidentally 
reviewed the history of the public health activities 
of Massachusetts and Boston, and as each speaker 
was presented, explained his relation to the accom- 
plishments of the various health agencies of the 
state and city. 

Dr. Keeler, at the close of the program, expressed 
his appreciation of the high honor conferred on him 
by his Honor Mayor Mansfield, and spoke with evi- 
dent emotion of his regard and affection for Dr. 
Mahoney, his predecessor, and for Dr. Wilinsky, 
under both of whom he had served for fourteen years 
in the Boston Department of Public Health. He 
cordially invited the codperation of organizations 
and individuals interested in the city’s health prob- 
lems and gave assurance that the doors of his De- 
partment will always be open for conferences and 
suggestions. 

The spirit of the occasion gives assurance that 
the capital city of Massachusetts will have an ad- 
ministration of its health problems in full accord 
with its traditions. 


AN HONOR TO DR. HENRY POLLOCK 


A testimonial dinner was given to Dr. Henry Pol- 
lock at the Parker House, January 30, 1936, by 
about three hundred associates and friends of the 
Massachusetts Memorial Hospitals. 

In addition to his position as Superintendent of 
the Hospitals, Dr. Pollock is an Associate Commis- 
sioner of the Department of Mental Diseases under 
Dr. Overholser. 


RESUME OF COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR DECEMBER, 1935 
Disease Dec., Dec., 5 Yr. 
1935 1934 Aver- 


age* 
Anterior Poliomyelitis 21 1 12 
Chickenpox 1537 1780 1453 
Diphtheria 54 68 185 
Dog Bite 487 463 336 
Epidemic Cerebrospinal Meningitis 10 10 8 
German Measl 93 328 115 
Gonorrhea 530 570 589 
Lobar Pneumonia 566 285 416 
Measles 483 650 1186 
Mumps 1239 242 429 
Scarlet Fever 1013 648 1107 
Syphilis 437 383 417 
Tuberculosis, PUlIMONALY 290 254 289 
Tuberculosis, Other Forms............0 20 30 34 
Typhoid Fever 5 11 20 
Undulant Fever. 6 — 
Whooping Cough 292 651 736 


*Based on the figures for the preceding 5 years. 


RARE DISEASES 


Anterior poliomyelitis was reported from Belmont, 
1; Beverly, 2; Boston, 3; Groton, 1; Lawrence, 1; 


Lynn, 4; Quincy, 1; Salem, 1; Saugus, 1; Shrews- 
bury, 1; Wareham, 1; Watertown, 1; Winchester, 1; 
Woburn, 1; Worcester, 1; total, 21. 

Anthrax was reported from Lynn, 1. 

Diphtheria was reported from Belmont, 1; Boston, 
5; Brockton, 1; Chelsea, 1; Chicopee, 19; Dighton, 1; 
Fall River, 7; Franklin, 2; Lowell, 8; Melrose, 1; 
New Bedford, 2; Northbridge, 1; Revere, 1; Taunton, 
2; Waltham, 1; Worcester, 1; total, 54. 

Dysentery (amebic) was reported from Medford, 1; 
New Bedford, 1; total, 2. 

Encephalitis lethargica was reported from Belmont, 
1; Leominster, 1; total, 2. 

Epidemic cerebrospinal meningitis was reported 
from Leominster, 1; Newburyport, 1; Newton, 1; 
Springfield, 1; Winthrop, 1; Worcester, 5; total, 10. 

Malaria was reported from Boston, 1. 

Pellagra was reported from Beverly, 1; Boston, 1; 
total, 2. 

. Septic sore throat was reported from Amherst, 1; 
Boston, 5; Chicopee, 2; Lynn, 1; Malden, 1; Stone- 
ham, 1; Topsfield, 1; total, 12. 

Tetanus was reported from Boston, 1; Fitchburg, 
1; Haverhill, 1; total, 3. 

Trachoma was reported from Bedford, 1; Somer- 
ville, 1; total, 2. 

Trichinosis was reported from Deerfield, 1; Plym- 
outh, 1; total, 2. 

Undulant fever was reported from Holyoke, 1; 
Kingston, 1; Quincy, 1; Templeton, 1; Worcester, 2; 
total, 6. 


With 396 reported cases, diphtheria showed a very 
pleasing decrease of 37 per cent over last year’s 
figure. Through November, diphtheria deaths were 
running 54 per cent below 1934. 

Typhoid fever, with 112 reported cases, showed 
a decrease of 16 per cent over 1934. 

There were 1,392 cases of anterior poliomyelitis 
reported in 1935 with 21 of these in December. 
Fifty-seven deaths were reported through November 
as compared with 114 deaths in 1931 when there 
were 1,428 reported cases. 

Although the figure for December, 10, is not re- 
markable, there were 83 cases of epidemic cerebro- 
spinal meningitis in 1935 as compared with 66 in 
1934, the increase being noted chiefly in May and 
October. 

Lobar pneumonia was considerably above last De- 
cember’s figure and the yearly total was higher than 
for any year since 1929. 

Scarlet fever has been running higher than 1934 
since October and it would appear that the increased 
prevalence will be maintained through 1936. 

Pulmonary tuberculosis for December was higher 
than 1934 as is the yearly total. The deaths, how- 
ever, through November showed a considerable de- 
crease over last year’s figure. 

Tuberculosis, other forms, whooping cough and 
measles were reported below December of 1934. 

Mumps had its highest reported December inci- 
dence. 
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German measles, while not remarkable for Decem- 
ber, had its highest reported total for any year, 
33,265 cases. 

Chickenpox. There is nothing remarkable in the 
incidence of this disease. 

Undulant fever with 6 cases reported in December 
and 42 for the year had an increased incidence over 
1934. 

The reporting of dog bites continues to run higher 
than last year. 


AN HONOR TO DR. JAMES B. AYER 


In recognition of the completion of twenty-five 
years of teaching at the Harvard Medical School, 
Dr. James B. Ayer, James Jackson Putnam Clinical 
Professor of Neurology, was honored recently at 4a 
dinner at the Tavern Club, Boston. 

Dr. C. Macfie Campbell acted as toastmaster and 
speeches were delivered by Drs. James H. Means, 
W. Jason Mixter, George L. Walton, Merrill Moore 
and Henry R. Viets. 


CONNECTICUT STATE MEDICAL SOCIETY 
MAKES PROGRESS 


At the session of the House of Delegates held in 
conjunction with the annual meeting of the Conn- 
ecticut State Medical Society in May, 1935, it was 
voted “that the President of the Association shall 
on or before the 15th of June, 1935, appoint a Com- 
mittee of eight members, of which not more than 
one shall be resident in any County. The function 
of this Committee shall be to inquire into the ad- 
ministration and activities of the Secretary of the 
Connecticut State Medical Society, directing espe- 
cial attention to: 

“1. The employment of a full-time executive sec- 
retary for the Society. 

“2. The continuation of a volunteer secretary with 
a full-time executive assistant. 

“3. The establishment of a permanent office for 
the Association in Hartford. 

“4. Inquire into the expense likely to be incurred 
by such a program. 

“5. Suggested methods of financing the increase 
in the State Society budget incident to such program. 

“6. Ways in which administrative activities of the 
various County Association Secretaries can be con- 
solidated in a central State office. 


“This Committee shall report to the Council of the 
Connecticut State Medical Society not later than 
January 1, 1936, presenting a résumé of its findings 
and recommendations for improved administration 
in the office of the Secretary.” 


This Committee on the Administration of the Of- 
fice of the Secretary labored long and well. It cor- 
responded with the Secretary of every other State 
Medical Society in the Union and was surprised to 
learn that its own society members paid less in an- 
nual dues than the members of any other state so- 
ciety except two. It also obtained first-hand infor- 


mation from other societies where a full-time sec- 
retary is successfully employed, such as New Jer- 
sey. In its report to the Council this Committee 
recommended “that a permanent executive secre- 
tary, a male and a layman, should be employed at a 
salary approximating $4,000 and that a capable steno- 
graphic assistant at $1,200 should be added to the 
office”. The Committee expressed itself as believing 
that a volunteer secretary with a full-time executive 
assistant would be but a partial answer to the pres- 
ent and future needs of the Society. It further 
recommended the establishment of a permanent of- 
fice for the Society in Hartford on the grounds that 
the State Legislature, State Medical Board of Exam- 
iners and State Department of Health are all lo- 
cated in Hartford and this city is centrally located 
geographically. The Committee suggested a budget 
of $12,000 to meet which the dues per capita would 
be increased from $4.00 to $8.00 per year and a sav- 
ing realized by substituting a quarterly bulletin for 
the present expensive annual publication known as 
the Proceedings. Furthermore, the Committee sug- 
gested several ways in which the work of the com- 
ponent County Association Secretaries could be con- 
solidated in a central State Society office. 

The Council of the State Medical Society was far 
from agreeing unanimously with the recommenda- 
tions of the special Committee. Consequently a 
questionnaire was sent to every member requesting 
an expression of opinion as to whether a full-time 
secretary or a part-time member secretary with full- 
time executive assistant was desired. There was 
some ambiguity in the wording of the questionnaire 
so that many of the members feel that the resulting 
ballot did not express the true opinion of all con- 
cerned. The fact remains, however, that returns 
favored a part-time member secretary with execu- 
tive assistant. 

The Council, therefore, presented to the House 
of Delegates met in special session at New Haven 
on January 16, 1936, the following resolutions, -all 
of which were adopted: 


1. The Council recommends to the House of Dele- 
gates that so much of a previous vote of the 
House of Delegates of an unknown date that 
authorizes the return to the County Associations 
of 10 per cent of the State dues collected by the 
County Associations be rescinded and that in the 
future the entire amount of the State dues col- 
lected by the County treasurers shall be delivered 
to the Treasurer of the Connecticut State Medi- 

- Cal Society after the deduction of 5 per cent of 
the total amount collected, which shall be the 
County Treasurer’s recompense for his services 
in connection with the collection of the dues as 
at present. 

2. The Council recommends to the House of Dele- 
gates that the publication of a single bound vol- 
ume of the Transactions of the Connecticut 
State Medical Society be discontinued. In the 


place thereof there shall be published a “Quarter- 
ly Bulletin on the Connecticut State Medical So-. 
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ciety” in the months of May, August, November 
and February of each year and distributed to all 
members of the Society. This Bulletin in addi- 
tion to other material shall include—in the May 
issue, a directory of members of the Society; in 
the August issue, complete reports of business 
transacted by the House of Delegates at its an- 
nual meeting in May, and all reports presented 
before the House; in the November issue, com- 
prehensive abstracts of all papers presented be- 
fore the Connecticut Clinical Congress; in the 
February issue, such papers of conspicuous 
merit as may have been presented before the 
State Society or any County Association during 
the year. 


Reprints of material published in the Bulletin will 
be supplied to authors or others on order at cost. 
3. The Council recommends to the House of Dele- 

gates that an office for the Connecticut State 
Medical Society be established, and that in this 
office there shall be employed a competent stenog- 
rapher on a full-time basis at a sufficient salary 
to recompense a properly trained person, not to 
exceed $1,500 per annum, and this office be pro- 
vided with such furniture and equipment as may 
be required, cost thereof to be approved by the 
Council. 

4. (a) The Council recommends to the House of 
Delegates that a member of the Society shall be 
nominated and elected at the Annual Meeting in 
1936 and annually thereafter, to an office to be 
known as the Administrative Secretary of the 
Society. The function of this Secretary shall be 
as prescribed in Section 4, Chapter VI, of the 
By-Laws, to carry on all administrative activi- 
ties of the Society, and to keep its records and 
its roster, and to serve as the Secretary of the 
Council, of which he shall be a regular voting 
member as provided in Chapter VII, Section I, of 
the By-Laws. This Secretary shall receive an 
honorarium of $600 per annum, to be paid from 
the funds of the Society in twelve equal monthlv 
installments of $50 each. 


(b) It is further recommended that two addi- 
tional Secretaries shall be nominated by the 
Council and elected by the House of Delegates 
at its annual meeting in 1936 and annually 
thereafter. The first of these to be known as 
Legislative Secretary, whose function shall be to 
serve as the Secretary and executive officer of 
the Committee on Public Policy and Legislation, 
and to carry on such legislative activity as may 
be required, the Secretary to receive an hono- 
rarium of $250 a year to be paid from the funds 
of the Society. The second of these additional 
secretaries shall be known as the Secretary on 
Scientific Work. His function shall be to serve 
as Chairman of the Committee on Scientific 
Work, to edit, publish, and distribute through the 
central office of the Society, the Quarterly Bul- 
letin mentioned above, to arrange all scientific 
programs of the Society and to codperate with 


the various County Societies in the arrangement 
of their programs. This Secretary shall receive 
an annual honorarium of $300 to be paid from 
the funds of the Society. The Legislative Sec- 
retary and the Secretary on Scientific Work shall 
not be voting members of the Council, but shall 
meet with that body from time to time and as- 
sist in its deliberations. 

5. The Council further recommends that the Chair- 
man of the Council, the Treasurer, and the three 
Secretaries of the Society shall be constituted a 
Budget Committee, that shall on or before the 
first of May each year, set up a budget for the 
Society which shall be submitted to the Council 
—sitting as the Finance Committee, as provided 
in Chapter VII, Section I, of the By-Laws—for 
approval and submitted to the House of Delegates 
in its annual meeting for adoption. 

6. The Council recommends to the House of Dele- 
gates that the dues collected from each member 
of the Connecticut State Medical Society for the 
year 1936 shall be $5.00 and that the previous 
vote of the House of Delegates establishing the 
dues for 1936 at $4.00 be rescinded. 

By the adoption of these last six resolutions the 
Connecticut State Medical Society at its annual 
meeting on May 20-21, 1936, will create a better or- 
ganized secretarial office than it now possesses and 
will proceed to publish a quarterly bulletin in place 
of its annual Proceedings. This surely is a step to- 
ward a more efficient organization and in the right 
direction. 


CORRESPONDENCE 


A HITHERTO (?) UNDESCRIBED SOURCE 
OF DERMATITIS VENENATA 


Editor, New England Journal of Medicine, 


I would like to bring to the attention of your 
readers an apparently hitherto unrecorded source of 
dermatitis venenata. 

On December 9, 1935, there came to my office a 
high governmental official of a neighboring state 
with a large, oval, inflammatory area on the left 
side of his lower chest and upper abdomen. This 
area was approximately six inches by five in diam- 
eter and was red and dry almost to fissuring, re- 
sembling the eczema craquelé of the French, while 
the periphery was delicately peeling, simulating 
pityriaris rosea in that the free, loose edge of the 
desquamating scales was toward the centre rather 
than toward the outer border. 


The history revealed that five weeks previously 
a similar outbreak had occurred and subsequently 
died down and after an interval the present attack 
had developed. Itching and discomfort had preceded 
both of these eruptions and the home physician had 
recommended cold boric solution packs. 

The patient uses two popular soaps, either of 
which, in the dryness of winter, can produce eczema 
craquelé on a susceptible skin, but not the unusual 
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type of desquamation observed in this instance. 
Boric acid can upset certain skins but even this 
possible etiological factor did not touch the patient’s 
integument until after itching and discomfort had 
appeared. 

Because of the boric acid complication, no diagno- 
sis was made and the patient was given a mild zinc 
oxide paste. 

On December 11 a telephone message stated that 
the periphery of the patch had cleared, that the dis- 
agreeable sensations had abated but that the centre 
showed no appreciable change. The addition of a 
zinc calamine glycerine and phenol lotion was recom- 
mended to precede the application of the paste. 

On December 30, after a trip to Florida, the pa- 
tient returned to show two areas symmetrically 
placed over the lower chest and the upper abdomen, 
each about 4” x 5”, moist, dusky pinkish-red, fading 
in intensity gradually toward the outer edge but 
without any signs of desquamation. No applications 
of any sort had been made so that this time we saw 
the rash in its virgin state. 

The story since the previous visit was that on the 
second day in Florida the eruption began to fade 
and soon had fully vanished. The northern journey 
began on December 28 and on going to bed that 
night the earlier itching and discomfort: had re- 
appeared and the two present patches were evident. 

Dermatitis artefacta could easily account for this 
extraordinary outburst but the upstanding, manly 
nature of the patient excluded such a thought once 
and forever. The question of drugs was raised-— 
especially phenolphthalein and the barbiturates al- 
though such a limited distribution seemed to make 
this surmise absurd and furthermore the taking of 
drugs was denied. 

After further cogitation, the patient was told that 
this phenomenon was easily explicable but that he 
himself was the one and not the physician who could 
solve the riddle because in all probability the out- 
break was due to contact with some substance which 
could not be guessed by a stranger. 

The man, who was obviously intelligent, keen and 
interested, was given time to think. 

In a few moments the answer came. It seems 
that friends had advised the carrying of a gas cart- 
ridge in a pseudo-fountain pen because of threaten- 
ing letters and the ever-possible crank. The sugges- 
tion had been adopted just before the first cutaneous 
outbreak and when on duty the fake pen had been 
carried in an upper waistcoat pocket. 

On reaching Florida, the first day had been cold 
and the northern clothes had been worn. Afterwards, 
in the normal Florida weather, sports clothes and 
evening clothes were used. For the homeward jour- 
ney the winter suit was donned. 

Recall the history. In the north, after a certain 
event, an eruption appeared and for the most part 
continued. In the south, after one cold day, certain 
clothes were discarded and the eruption disappeared. 
On the return journey the northern clothes were re- 
sumed and within twelve hours, more or less, the 
eruption had returned! 

With these data in mind the waistcoat was exam- 


ined. It gave no smell to the patient or to the in- 
quisitive doctor but the upper waistcoat pockets 
fitted precisely over the two great plaques on the 
patient’s torso! Questioning revealed that the gas- 
zun was carried in either upper pocket from time to 
time. The cartridge was investigated, but that also 
gave forth no appreciable odor or moisture. 

Two separate attempts have been made to ascer- 
tain the name and nature of the gas in this cartridge, 
but thus far the manufacturer or disbursing com- 
pany has ignored my letters of inquiry. 

CHARLES J. WHITE, M.D. 

259 Marlborough Street, Boston. 

P. S. A belated letter from the patient states that 
in all probability the tear gas present in the cart- 
ridge is chloroacetophenone. 


A NEW BOOK ABOUT ARTISTS 


Editor, New England Journal of Medicine, 

May I call the attention of physicians interested 
in art to “Illyrian Spring” by Ann Bridge (Little, 
Brown & Co., Boston, 1935). 

This tale of the Dalmatian Coast and of the two 
artists who work there, will, I think, be of much in- 
terest to all physicians who paint, or to those others 
who like to see the efforts of their friends in artistic 
expression. 

Wma. Pearce Coves, M.D. 
12 Monmouth Court, 
Brookline, Mass. 


RECENT DEATH 


MOAKLEY—RosBert CLEMENT MOAKLEY, M.D., of 
Lexington, Massachusetts, died at his home, Janu- 
ary 30, 1936. He was born in Lexington, April 15, 
1877, the son of James and Mary (Downey) Moakley. 

He graduated from the College of Physicians and 
Surgeons (Boston) in 1915. 

Two brothers, John, of Lexington, and William L. 
Moakley, of Watertown, and four sisters, Mrs. John 
E. Burke of Lynn, Mrs. Florian D. Record of Quincy, 
Mrs. Cornelius D. Gallagher of Lexington and Mrs. 
Patrick H. Mahoney of Wrentham, survive him. 


NOTICES 


ANNOUNCEMENT: 


JOSEPH LENTINE, M.D., announces the opening of 
his office at 500 Park Drive, Boston. 


REMOVAL 


Epwarp ALLEN Epwarps, M.D., announces the re- 
moval of his office to 330 Dartmouth Street, at Bea- 
con Street, Boston. 


AWARDS 


The New England Society of Psychiatry, at its 
next Spring meeting, will make two awards, one of 
$50.00 and one of $25.00, to the writer (or writers) 
of the best papers completed or published during 
the calendar year of 1935 embodying research in 
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psychiatry by a younger worker (or workers). Phy- 
sicians, psychologists, social workers, or Others are 
eligible. Membership in the Society is not a 
requisite. 

Authors who present articles for consideration 
should make arrangements with the publishers of 
their papers to preserve the plates, until such time 
as the awards are made, from which reprints could 
be made and furnished to the members by the So- 
ciety. 

Writers who have once received an Award are 
not again eligible. Seasoned writers, senior physi- 
cians, or heads of departments in which there are 
junior workers, while not inevitably excluded, will 
not generally be regarded as eligible for the Awards. 

The work on which the papers are based should 
preferably have been done in New England or by 
workers now living in New England. 

The papers will be examined by a Committee of 
three members who are accustomed to reviewing 
papers, and by the Executive Committee of the So- 
ciety. They will be judged on the basis of their 
scientific quality. 

Copies of articles or marked copies of journals in 
which the articles appeared should be sent before 
March 1, 1936, to the Secretary of the Society. 

Superintendents of institutions, public or private, 
for the care of mental patients in New England, also 
Deans of colleges and universities maintaining med- 
ical schools or departments of psychology are re- 
quested to post this notice, and to send to the Sec- 
retary a list of such papers published as they think 
entitled to be considered for the Awards. 

HarRLaNn J. PAINE, M.D., Secretary. 

North Grafton, Mass. 


MEDICAL CLINIC AND STAFF ROUNDS AT THE 
PETER BENT BRIGHAM HOSPITAL | 


At 3:30 P.M. on Thursday, February 13, in the 
Amphitheatre of the Peter Bent Brigham Hospital, 
Dr. Henry A. Christian, Physician-in-Chief, Hersey 
Professor of the Theory and Practice of Physic in 
the Harvard Medical School, will give a medical 
clinic. To it are cordially invited practitioners and 
medical students. 

On Saturdays in the wards of the Peter Bent 
Brigham Hospital, from 10 to 12, staff rounds will 
be conducted by Dr. Christian. 


REPORTS AND NOTICES 
OF MEETINGS 


WILLIAM HARVEY MEDICAL SOCIETY 


The William Harvey Medical Society met at the 
Beth Israel Hospital Dec. 13, 1935, Dr. Nathan Sidel 
presiding. Dr. Martin Dawson, assistant professor 
of medicine at Columbia University School of Med- 
icine, spoke on “Rheumatoid and Osteo-Arthritis.” 

Chronic arthritis is the greatest single cause of 
disability in this part of the world, causing the loss 
of seven and a half million weeks’ work in the 


United States each year. One of every five patients 
seeking medical advice does so because of ail- 
ments attributable to chronic arthritis. The disease 
is divisible into two main classes: rheumatoid ar- 
thritis and osteo-arthritis, each a separate disease 
with different etiology, different pathology, and 
different clinical course. 

Rheumatoid arthritis is characterized by a chronic 
progressive involvement of articular structures. 
Eighty per cent of the cases develop between the ages 
of twenty and fifty years. The disease is three times 
more prevalent in females than in males. Its mani- 
festations are protean, but there is no reason for 
separating it into such categories as “atrophic”, or 
“infectious” types. Marie Strumpell’s disease and 
Still’s disease are also merely clinical manifesta- 
tions of the same underlying pathological process. 

The etiology is unknown, although it is probably 
a specific infectious disease, and circumstantial evi- 
dence has pointed to hemolytic streptococcus infec- 
tion as the probable causative agent. The geo- 
graphical distribution of the disease is similar to 
that of rheumatic fever, the incidence being high in 
temperate climates, and low in southern and sub- 
tropical regions. The seasonal incidence of onset is 
the same as that of hemolytic streptococcus infec- 
tions, the peak being from February to May. Serum 
from patients with rheumatoid arthritis agglutinates 
certain strains of streptococci in dilutions as high 
as one part in one hundred and sixty. Such ag- 
glutination occurs only in patients with diseases of 
known streptococcus etiology. Only certain strains 
of streptococci belonging to the alpha group (the 
group responsible for most human infections) are so 
agglutinated. In spite of this evidence, streptococci 
are not recoverable from either the joints or the 
blood stream in cases of the disease. The concept 
of allergy must be utilized to explain the observant 
relationships. 

Dr. Dawson warned against the unreserved ac- 
ceptance of the theory of focal infection. Tonsil- 
lar infection may be of importance, but the im- 
portance of prostatic and dental infection as causa- 
tive of rheumatoid arthritis has been over- 
emphasized. 

.Pathologically rheumatoid arthritis begins in the 
periarticular tissues. There follows the formation of 
a connective tissue pannus over the articular carti- 
lage, which subsequently results in the destruction 
of the cartilage. The focal collections of small 
round cells in the synovia are as characteristic of 
rheumatoid arthritis as the tubercle is of tuberculo- 
sis. X-ray studies reveal generalized osteoporosis, 
and a swelling of the periarticular tissues of the in- 
volved joints. Although disturbances of metabolism 
occur in some instances, none have been consistently 
demonstrated. Constitutional manifestations such as 
fever and accelerated sedimentation rate are frequent- 
ly observed. The relationship between rheumatoid 
arthritis and rheumatic fever, although interesting, 
has not been proved. 
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Osteo-arthritis must be considered as a degenera- 
tive disease, due to the wear and tear of many years’ 
use, or to abnormal traumata to one particular joint. 
It is a disease of old age, and infectious processes 
have no part in its etiology. Pathological changes 
are confined to local areas, and there is no general 
systemic involvement such as is found in rheu- 
matoid arthritis. There is a central degeneration of 
the articular cartilage, with subsequent increased 
strain on the periphery, and resultant hypertrophic 
spur formation. There is little or no change in the 
synovia. X-rays reveal spur formation, and do 
not show the osteoporosis characteristic of rheu- 
matoid arthritis. 


Osteo-arthritis is insidious in onset, and may not 
attract the attention of the patient until fairly far 
advanced. The terminal phalangeal, the wrist, and 
the knee joints are those most frequently involved. 
They are “gnarled” in appearance, in contradistinc- 
tion to the fusiform swelling observed in rheumatoid 
arthritic joints. Systemic symptoms are absent, and 
the sedimentation rate is normal or only slightly 
elevated. 


The prognosis in rheumatoid arthritis must be 
guarded. Twenty to 25 per cent grow progressively 
worse; 50 per cent show improvement; and 25 
per cent recover completely. Since 70 to 80 per cent 
of cases improve without treatment, conclusions as 
to the efficacy of any particular form or therapy 
must be carefully considered. Osteo-arthritis is a 
progressive degeneration, and recovery cannot be 
expected. 


In the treatment of rheumatoid arthritis, rest 
is as important as it is in the treatment of tuber- 
‘ culosis. Daily motion of the affected joints must 
be maintained, however, but not to an extent suf- 
ficient to tax the physical ability of the patient. 
Physiotherapy is of value in many cases, and local 
treatment to prevent the development of deformities, 
or to correct those already existent, is of importance. 
Dr. Dawson condemned the prescription of unsound 
diets, and recommended high vitamin, high caloric 
feedings. There is little evidence to substantiate 
the theory of focal infection as the exciting agent, 
except for tonsillar infection. Obviously infected 
tonsils should be removed. Trial of numerous vac- 
cines has failed to show any definite benefit from 
this form of therapy. Foreign protein shock may 
bring about temporary but not permanent improve- 
ment. Injections of colloidal metals have not been 
of value. Aspirin and codein should be used freely 
to relieve discomfort. 


The treatment of osteo-arthritis consists in attempt- 
ing to prevent the progression of the disease, since 
nothing can be done to restore degenerated carti- 
lage. Weight reduction and physiotherapy are often 
of value in arresting the rapidity of the degenerative 
process. Special diets, vaccines. removal of foci of 
infection, and drug therapy are not indicated. 


BOSTON SOCIETY OF BIOLOGISTS 


The December meeting of the Boston Society of 
Biologists was held on December 18 at the Harvard 
Biological Laboratories in Cambridge. The first 
paper of the evening was on “Certain Metabolic 
Effects of the Pituitary” by Dr. Joseph C. Aub. It 
has been known for some time that if the pituitary 
is removed an atrophy of the parathyroid results, 
while if there is hypertrophy of the pituitary gland 
the parathyroid is overactive. In the toad there is 
a low blood calcium after hypophysectomy, there 
is no abnormality in the calcium metabolism of 
acromegalics. 


Dr. Aub studied the calcium metabolism in a 
typical case of basophilic adenoma. This patient, 
who had been a normal girl at the age of ten, 
began to gain weight rapidly at about the age of 
twelve, became sluggish mentally and amenorrhea 
followed. Examination showed a_ considerable 
amount of hirsutism, purplish atrophic striae, and 
by x-ray a definite decalcification of the bones with 
a loss of two inches in height. The blood pressure 
was 150/110 and there was considerable prolan in 
the urine. By putting her on a low calcium diet, 
containing 100 milligrams of calcium a day, this 
patient’s calcium metabolism was studied before 
and after treatment. The normal person on this 
diet excretes 150 milligrams of calcium in the 
urine and 450 milligrams in the feces. This patient 
before treatment excreted five times the normal 
amount of calcium in her urine and feces. After 
x-ray treatment the calcium output became lower 
than normal, the blood pressure reached the 
normal level, she lost weight, the catamenia became 
normal, and her bones became normally calcified 
again. 


A study of the magnesium showed no abnormality 
before or after treatment, and the blood calcium 
was at all times within normal limits. The basal 
metabolism rate, which before treatment had been 
minus 34, rose to the usual level and her sugar 
tolerance which had shown a characteristic diabetic 
curve also returned to normal. 


The second paper was on “Area in Vision and 
Theories of Retinal Interaction” by Dr. George Wald. 
As the area of the visual field is increased all the 
functions of the eye improve. The relationship 
between the area of the field and the values of 
these various functions were considered from both 
an experimental and mathematical point of view. 
Although it was previously found that the product 
of the area times the threshold is roughly equal 
to a constant in the case of foveal fields, and 
that the square root of the area times the threshold 
is approximately equal to another constant in the 
case of peripheral fields, no general equation has 
previously been derived to account for this rela- 
tionship in all parts of the field. Dr. Wald has 
carefully worked out such an equation and has 
shown that the calculated figures closely coincide 
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with the experimental. He concludes that there 
is no retinal interaction and that the number 
of elements involved constitute the only important 
factor. 

The last paper was delivered by Vincent E. 
Morgan on the “Study of the Solubility of Muscle 
Hemoglobin.” Muscle hemoglobin, or myoglobin, 
was first crystallized in 1932 when its prepara- 
tion from horse heart muscle was described. The 
fact that it is much more soluble in certain phos- 
phate solutions than is blood hemoglobin, has 
been used in the separation of these two forms 
of hemoglobin. By carefully controlling the con- 
centration of the phosphate solution, Dr. Morgan 
has been able to separate these two hemoglobins 
so that in his preparation there is only one part 
of blood hemoglobin to one million of myoglobin. 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


The regular meeting of the Essex South District 
Medical Society was held at the Danvers State Hos- 
pital, Hathorne, on January 8, 1936. 

Dr. Bonner and members of his staff conducted 
the Society through the Wards. After the ward visit 
an interesting clinic was held and the following pa- 
pers were read by Staff members: 

The Use of Estrogenic Substances in Involutioa 
Psychosis, Dr. Melvin Goodman. 

The Effect of Physical IlIness on Some Cases of 
Mental Disease, Dr. Salvador Jacobs. 

Some Usual and Unusual Methods of Suicidal At- 
tempts in Mental Cases, Dr. Edgar C. Yerbury. 

About seventy members were in attendance at 
dinner which was followed by a most instructive 
talk on: 

Endocrine Factors in Personality by Dr. R. G. Hos- 
kins, Director of Research at Worcester State Hos- 
pital and Associate in Research at Harvard Medical 
School. 

N. P. Breep, M.D., Reporter. 


BOSTON PATHOLOGICAL SOCIETY 


The stated meeting of the Boston Pathological 
Society was held in the Pathology Laboratory of 
the Children’s Hospital on Monday evening, January 
13, 1936. Dr. Monroe J. Schlesinger, President of 
the Society, presided. 

The first part of the evening was devoted to an 
exhibition dnd discussion of gross and microscopic 
pathological specimens contributed by members of 
the society from their laboratories. 

Following this, there was an address by Dr. 
J. Stewart Rooney on some aspects of legal medicine. 
Dr. Rooney began by giving his viewpoint on the 
doctor as a witness and mentioned the many pit- 
falls, as well as interesting experiences, a physician 
encounters in the courtroom. He described briefly 
the differences between the Medical Examiner and 
the Coroner systems. He feels that the former is 
more satisfactory because a Medical Examiner does 


not have so much judicial power as a Coroner does, 
and therefore, has not the individual right to decide 
legal questions. Dr. Rooney then showed lantern 
slides which very graphically illustrated the many © 
problems which present themselves in the doctor’s 
study of crime. 

Refreshments were served after the meeting and 
final adjournment was about ten thirty. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 


The next meeting of the New England Dermato- 
logical Society will be held on Wednesday, February 
12, at 3 P.M., at the Massachusetts General Hospital. 

J. HARPER BLAISDELL, M.D., Secretary. 


THE SOUTH END MEDICAL CLUB 


The next regular meeting of the South End Medi- 
cal Club will be held at the office of the Boston Tu- 
berculosis Association, 554 Columbus Avenue, Bos- 
ton, on Tuesday, February 18, at 12 noon. The 
speaker will be James H. Means, M.D., Professor of 
Clinical Medicine, Harvard Medical School; Chief of 
Medical Services, Massachusetts General Hospital. 
His subject will be “Remarks on the Use of Thy- 
roid.” All physicians are cordially invited to attend 
the meeting. The usual luncheon will be served. 


WORCESTER DISTRICT MEDICAL SOCIETY 


WoRCESTER STATE HOSPITAL 
FEBRUARY 12, 1936 


PROGRAM 


Dinner: 6:30 P.M. 
Business Meeting: 8:00 P.M. 


PAPERS 

Legal Commitments: William A. Bryan, M.D., Super- 
intendent, Worcester State Hospital. 

The Effect of Duodenal Extracts in Diabetes Mel- 
litus: J. M. Looney, M.D., Director, Laboratories 
Worcester State Hospital, and W. E. Glass, M.D., 
Chief Physician, Medical and Surgical Service, 
Worcester State Hospital. 

Epilepsy, Bromidism and Brain Tumor: Benjamin 
Simon, M.D., Assistant Physician Worcester 
State Hospital, and Morris Yorshis, M.D., Clini- 
cal Director, Worcester State Hospital. 


TRUDEAU MEDICAL SOCIETY 


A whole-day meeting of the Trudeau Medical So- 
ciety will be held on February 11. 
Morning Program—Clinics 9-12 
Thoracic Dry Clinic at the Massachusetts Gen- 
eral Hospital—Dr. Donald King. 
Operative Clinic at the Peter Bent Brigham Hos. 
pital—Dr. Harlan Newton. 
Operative Clinic at the Deaconess Hospital— 
Dr. Richard Overholt. 
1 P.M. Luncheon at the Essex County Sanatorium, 
Middleton, Mass. 
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2 P.M.-4 P.M. Round Table Conference of cases pre- 


sented by the staff of Essex County Sana- 
torium. 

6:30 P.M. Dinner tendered to Drs. Max Pinner and 
Pol N. Coryllos—at the Harvard Club, Bos- 
ton. 

8:15 P.M. Auditorium—Beth Israel Hospital. The 
speaker will be Dr. Max Pinner, Assistant 
Editor of the Review of Tuberculosis, who 
will talk on “The Diagnostic and Prognostic 
Significance of Positive and Negative Spu- 
tum.’ The paper will be discussed by Dr. 
Pol N. Coryllos, Thoracic Surgeon of the 
Sea View Hospital, New York. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Shattuck Street Entrance), Tuesday 
evening, February 11, at 8:15 P.M. 

PROGRAM 

Presentation of Cases. 

The Effect of Hypophysectomy and Adrenalectomy 
upon Experimental Diabetes in the Cat. By Dr. 
C. N. H. Long, University of Pennsylvania, Philadel- 
phia, Pennsylvania. 

Medical students and physicians are cordially in. 
vited to attend. 

MARSHALL N. FUuLtTon, M.D., Secretary. 


WILLIAM HARVEY SOCIETY 


The next meeting of the William Harvey Society 
will be held Friday, February 14, in the Auditorium 
of the Beth Israel Hospital, Boston at 8:00 P.M. 


PROGRAM 


Speaker: Dr. L. Emmett Holt, Associate Professor 
of Pediatrics, Johns Hopkins Medical School. 

Subject: Significance of Fats in Nutrition. 

Chairman: Dr. Elmer Barron, Professor of Pedi- 
atrics, Tufts College Medical School. 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, FEBRUARY 10, 1936 


Tuesday, February 11— 
*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston “Recognition of the Early Psychoses; 
Their Differentiation from Neuroses.”’ Dr. A 
Warren Stearns. 
2:30 P.M. Visit. 
and Ear Infirm 
*8:15 P.M. "Medical Society. Peter Bent 
Brigham Hospital Amphitheatre (Shattuck Street 
entrance). 
8:15 P.M. The Trudeau Society. 
Beth Israel Hospital, Boston. 


Massachusetts Eye 


Auditorium of the 


Wednesday, February 12— 

*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. ‘Mistakes Made in the Diagnosis and 
Treatment of Syphilis.’’ Dr. Francis Thurmon. 

+12 M. Clinico-Pathological Conference. Children’s 
Hospital. 


Thursday, February 13— 

*8:30-9:30 A.M. Clinic, Surgical and Orthopedic Staffs 
of Children’s Hospital, at the Children’s Hospital. 

*9-10 ALM, Boston Dispensary, 25 Bennet Street, 
Boston. Social Service Case Presentation. Miss 
Edith Canterbury 


3:30 P. as Medical Clinic at the Peter Bent Brigham 
Hospital. 
Friday, February 14— 
*9-10 ALM. Boston Dispensary, 25 Be nnet Street, 
Boston, “Pituitarytropic Studies Dr Saul 
Hertz. 
General Hospital, Clinical 


12 M. Massachusetts 
Meeting of the Staff 
Service. Ether Dome. 

8 P.M. William 
Israel Hospital, Bost 


of the Children’s Medical 


Auditorium of Beth 


Saturday, February 15— 


*9-10 ALM, Boston Dispensary, 25 Bennet Street, 
oston. Presentation of Ward Case. Dr. H. C., 
Gordinier. 


rounds at the Peter Bent Brigham Hos- 
pital. 


Sunday, February 16— 

4 P.M. Free Public Lecture, Medical School, 
Building D, Longwood Ave e. The Prospect of 
Keeping a Good Heart. Dr. OW. H. Robey. 


*Open to the medical professio 
+Open to Fellows of the ansachubette Medical Society. 


PS tne 6—Faulkner Hospital Clinical Meeting at 5 


February ig ig Medical Society. See notice else- 
where on this p 


February ‘The Trudeau Society. See page 274. 
February 12—New England Dermatological Society. See 
page 
February 13—Medical Clinic, Peter Bent Brigham Hos- 
pital. “See page 272. 
February William Harvey Society. 
where on this page. 
a 18—The South End Medical Club. 


See notice else- 
See page 


os’ ten 24—Springfield Medical Association, 8:30 P.M. 
the rooms of the Springfield Academy of Medicine, 
30 Marple Street. 

February 24 to May 16—International Medical Post- 
graduate Courses in Berlin. See page 1211, issue of 
12, 1935. 

March 2-6—The cig i College of Physicians. See 
page OL, issue of Januar 

April 20-24—A Institute in Philadelphia. 
See page 224, issue of January 31. 

June 15-19—The Executive Board of the Catholic Hos- 
pital Association will meet at the Fifth Regiment Armory, 
Baltimore, 

September, 1936 — First International Conference on 
a Therapy. See page 1325, issue of December 26, 


October 19-23—Clinical Congress of the American Col- 
lege of Surgeons. See page 180, issue of January 23. 


DISTRICT MEDICAL SOCIETIES 
ESSEX SOUTH DISTRICT MEDICAL SOCIETY 
February Addison Hospital, 
er 


Gloucester. Clinic P.M. Dinner 7 P.M peaker and 
subject to be asd later. 


March 4—Wednesday. Lynn Hospital. Clinic 5 P.M. 
Dinner 7 P.M. Speaker: Dr. Timothy Leary. Subject: 
Arteriosclerosis. 


Sar Essex Sanatorium, Middleton. 


April 
Clinic 5 P.M. Dinner 7 P.M. Speaker: Dr. Richard H. 
Overholt of the tober Clinic. Subject: Chest Surgery. 

May Censors’ Meeting. 

May 13—Wednesday. Annual Meeting. Salem Country 
Club. Dinner at 7 P.M. Speaker: Dr. Paul White. Sub- 
ject to be announced later. 

R. E. STONE, M.D., Secretary. 

88 Lothrop Boulevard, Beverly. 


FRANKLIN DISTRICT MEDICAL SOCIETY 


Meetings are held on the second Tuesday of March 
and May at the Weldon Hotel, Greenfield, at 11 A.M. 


CHARLES MOLINE, M.D., Secretary. 


P.M. New England Dermatological Society. Mass- 
achusetts General Hospital. 


Sunderland. 
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MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 
Meetings to be held at the Bear Hill Golf Club, Stone- 
ham, at 12:15 P.M. 
March 11, May 6. 
K. L. MACLACHLAN, 
1 Bellevue Avenue, Melrose. 


M.D., Secretary. 


NORFOLK DISTRICT MEDICAL SOCIETY 
February 25—Massachusetts Memorial Hospitals at 
8 P.M. Papers by the staff. 
March 31—Hotel ela at 8 P.M. Dr. Benedict F. 
oland—‘‘Cauterization of the Cervix Uteri Using Various 
Electrical Methods.’’ Illustrated with lantern slides. 


May—Annual Meeting. (Place, date and subject to be 
announced.) 


The censors meet for the examination of candidates: 
May 7, 1986; November 5, 1936. 
FRANK S. CRUICKSHANK, M.D., Secretary. 
1236 Beacon Street, Brookline. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 
a 19—Plymouth County Sanatorium, South Han- 


16—Brockton Hospital. 
May 21—Lakeville State Sanatoriwn. 


G. A. MOORE, M.D., Secretary. 
167 Newbury Street, Brockton. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


March 18—Meeting at the Boston Medical Library. 
“The Laboratory and Clinical Story of Fatigue,’ Dr. 
Arlie V. Bock and Dr. David B. Dill. Discussion: Dr. 
Donald J. MacPherson and Dr. Augustus Thorndike, Jr. 

April 29—Annual Meeting at the Boston Medical Library. 
“The Treatment of Septicaemia,’’ Dr. Champ Lyons. 
“The Pleurality of Searlatinal Streptococcus Toxin,” 
Dr. Sanford B. Hooker. Discussion: Dr. Hans Zinsser. 

The medical eee is cordially invited to attend 
all of these meetings 


ROBERT L. DeNORMANDIE, 
CHARLES C. LUND, M.D., Secre 


WORCESTER DISTRICT MEDICAL SOCIETY 


February 12—See page 274. 

March 11—Wednesday evening. Memorial Hospital, 
Worcester, Mass. Dinner and scientific program. Sub- 
jects of program to be announced later 

April 8—Wednesday evening. Hahnemann Hospital, 
Worcester, Mass. Dinner and scientific program. Sub- 
of to be announced later. 

Sey 3—Wednesday afternoon and evening. Annual 
Meeting of Society. Time, place and details of program 
to be announced in an April issue of the Journal. 

ERWIN C. MILLER, M.D., Secretary. 

27 Elm Street, Worcester. 
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